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PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY 


“The most effective form of psychotherapy is to demonstrate to the patient that his 
seizures can be adequately controlled by the use of anticonvulsant medication.’ 
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THE PARKE-DAVIS FAMILY OF ANTICONVULSANT 
effective anticonvulsants for most clinical need 
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Editorials 


Health Insurance for 
Senior Citizens 





The report of this committee which was 
submitted to the House of Delegates by its 
Chairman, Doctor Hayden H. Donahue, ap- 
pears on page 335. This committee recom- 
mended to the Council and the House of Del- 
egates that the principle of a service plan 
be approved for those in this age group with 
a limited income, and that a plan for imple- 
menting such a program be developed dur- 
ing the next ninety days at the end of which 
it would be presented to the House of Dele- 
gates at a special meeting for ratification, 
rejection or modification. The committee’s 
recommendations were approved by both the 
Council and the House of Delegates. This is 
for many reasons a step forward in medi- 
cine. 


1. It is an attempt to solve a problem in 
a positive manner. On the surface it might 
appear again to a be a negative one, for the 
study was stimulated by the impending For- 
and Bill. But the discussion brought out the 
fact that the representatives of the mem- 
bership are thinking in terms of medicine’s 
responsibility now as they have never done 
before. It is the opinion of this writer that 
if medicine is forced to give up as a private 
enterprise it will be because she has not 
solved the problems of health care of large 
groups who need help under the private en- 
terprise system and not because of socialists 
and dogooders. 

2. It is a break with the reactionary un- 
compromising position of the past which 
precluded any possible chance of approach- 
ing economic problems of people with an 
open mind. A service plan for people of 
limited income in stipulating a fixed fee 
does not downgrade the value of the doc- 
tor’s service but upgrades the value of hu- 
man life and human effort and human dig- 
nity. It is a much fairer trade for services 
when one considers the dollars involved in 
terms of the hours required to earn them. 
The answer as long as I can remember has 
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been, “we have always charged people only 
what they could afford to pay.” This is true 
for the most but not for the few, and brings 
up the next point. 

3. This action of the House of Delegates 
implies a willingness to police its own or- 
ganization and rid itself of vultures and 
vermin who do it great discredit. No plan 
adopted can succeed without the earnest de- 
sire of the members of the association to 
make it succeed. This means that it cannot 
be abused. The ‘machinery for preventing 
abuse must be set up along with the plan 
itself. The insistence on Free Choice of Phy- 
sicians carries with it some responsibility 
on our part. 

4. It opens the way for the care of all 
people with limited incomes. When this is 
done, socialized medicine is a dead duck. 

5. It will make mandatory an acceptable 
insurance program by any company writing 
health insurance. Blue Cross-Blue Shield is 
by all odds the answer for us, for it would 
mean approval of only one company. Con- 
stant surveilance of hundreds of companies 
would be an impossible task. The enterprise 
is still the practice of medicine—not insur- 
ance.—B.H.N. 


Quo Vadis? 


The first list of approved internships pub- 
lished in 1914 listed 2767 available intern- 
ships in a year when there were 3594 medi- 
cal graduates. The number of internships 
offered first exceeded the number of medi- 
cal graduates in 1926. This has been true 
every year since then so that now the ratio 
is almost two internships offered to each 
medical school graduate. A necessary corol- 
lary is that some hospitals will not fill their 
quotas. Many internship committees and 
department heads have struggled with this 
problem. In a recent study, Dolkart, Bros- 
sard, and Cooper! surveyed the characteris- 
tics of hospitals which fill their quotas and 
those who do not. Because it appeared defi- 
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nite from previous studies? that monetary 
return does not significantly influence in- 
ternship selection, it was decided to investi- 
gate other reasons for the frequency of ap- 
plication. Three general areas for study 
were selected : hospital facilities, composition 
of the staff, and the nature of the educa- 
tional program. The significant differences 
between the hospitals who filled their quotas 
for four years (100 per cent group) and 
those who never obtained an intern in the 
four years of the study (0 per cent group) 
are summarized in the table. 


Significant factors common to the 100 per cent 
group of hospitals 


Larger than the 0 group. 
Predominantly charity. 


Facilities 
Staff Larger per cent on university faculties. 
Larger proportion are board certified. 
Regular research conducted in hospital. 
Guest clinicians are regularly invited to 
participate in teaching. 
Larger number of patients per service. 
House and attending staff make rounds 
together. 


More hours per day spent on teaching 
rounds. 


More seminars and conferences. 


Program 


BRAIN, 2x. 


¢ 


Factors which did not appear to be significant 


Facilities Living quarters. 
Recreational facilities. 
Age of buildings. 
Staff Per cent of full-time staff. 
Per cent of staff in private practice. 
Presence of an educational committee or 
director.* 
Program Whether interns see both private and 


charity patients. 

Whether there is or is not an out-patient 
service. 

Whether there is or is not emergency- 
room duty. 

Number of nights off per week. 


The pertinent factors clearly indicate that 
the educational environment is the impor- 
tant determining factor in student selection. 
Although a hospital cannot make itself 
larger, or older, or change its ratio of pri- 
vate to charity patients, most of the other 
attributes of the “100 per cent group” are 
attainable by a far greater number of in- 
stitutions. 


REFERENCES 
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3. Because of the wording of the questionnaire, it was not 
possible to learn whether the presence of a full-time Director 
of Education was significant. 


An apparatus with which we think we 


think. That which distinguishes the man who is content 
to be something from the man who wishes to do something. 
A man of great wealth, or one who has been pitchforked 
into high station, has commonly such a headful of brain 
that his neighbors cannot keep their hats on. In our civil- 
ian, and under our republican form of government, brain 
is so highly honored that it is rewarded by exemption 


from the cares of office. 


From the Devil’s Dictionary by Ambrose Bierce 
—Sagamore Press, Inc. 
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Medical Treatment of the 


“Surgical” or Complicated Peptic Ulcer’ 


I HAVE NO WISH to alienate my good sur- 
gical friends—or even that group of my fel- 
low internists—who believe in all honesty 
that this type of patient can be turned over 
to the tender loving care of the surgeons. I 
simply wish to discuss the problems of the 
medical treatment of the complicated peptic 
uleer, give you our results in patients with 
obstructing ulcers, and examples of our re- 
sults in other complicated ulcers. 


Figure 1. This is my favorite picture 
on peptic ulcer. This patient demonstrates 
the nervous tension present— with the 
wrinkled brow and bags under his eyes, and 
the unhappy expression around his mouth. 
He is constantly feeding his ulcer. He also 
demonstrates the various types of treatment 
for ulcer. First and basically, the nervous 
tension can be treated with sedatives, change 
in work habits or work hours, vacation, tran- 
quilizers, and anticholinergic drugs. The 
French have even treated some patients with 
prefrontal lobotomy which has healed the 
ulcer. The abdominal surgeons treat this 
patient by removing 3/4,ths of the nest. We 
gastroenterologists treat this patient, part- 
ly at least, by constantly feeding the birds, 
as well as treating his nervous tension. 


The improvement in both surgical tech- 
nic and mortality for peptic ulcer has been 
great in the past 10 to 20 years. In the best 

From the Department ef Gastroenterology, The Cleveland 


Clinic Foundation and The Frank E. Bunts Educational In- 
stitute, Cleveland, Ohio. 
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centers, the mortality for any type of op- 
eration for peptic ulcer should not exceed 
1 per cent. The improvement in surgical 
results has led many to believe that all pa- 
tients with a complicated peptic ulcer are 
surgical candidates and should be operated 
upon. Many have forgotten that reports, 
dating as long ago as 43 years' and repeat- 
edly reiterated since then, have shown that 
most of these patients with complicated 
peptic ulcer can, do, and will respond to in- 
tensive medical treatment. 
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Figure I. Typical ulcer patient. Used with the kind 
permission of the artist—Boris Artzybasheff. 


Despite the improvement in surgical tech- 
nic and mortality, the individual patient who 
is a 1 per cent statistic as a mortality is 
none the less 100% dead. The tragedy is, 
of course, that he is a mortality from be- 
nign disease. In addition, 10 to 20 per cent 
of the patients subjected to operation for 
ulcer develop side reactions such as severe 
dumping syndrome, malnutrition, anemia, 
and marginal ulcer and other complications 
that may cause more difficulty to the pa- 
tient himself than the ulcer did originally. 
That these patients are problems is indi- 
cated by the fact that one entire afternoon 
session of the First World Congress in Gas- 
troenterology (Washington, June, 1958) 
was devoted to gastric resection reactions 
and their treatment. We have personally 
seen severe dumping syndromes, hypogly- 
cemia, pernicious anemia, iron-deficiency 
anemia that responded only to parenteral 
iron, psychasthenia, and several suicides 
that developed or occurred following gastric 
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surgery for duodenal ulcer. Medical treat- 
ment of peptic ulcer may be more time-con- 
suming to both the physician and the pa- 
tient than operation. We believe medical 
treatment warrants a thorough trial in every 
patient, and we like to avoid operation when 
possible. 


I. Duodenal Ulcer With Obstruction 


Obstruction due to duodenal ulcer is re- 
garded by many as an indication for opera- 
tion. Sippy,' however, as long ago as 1915, 
reported the successful medical treatment of 
obstruction, and there have been repeated 
similar reports since then (R. C. Brown,’ 
Lahey,’ etc.). 


We’ have reported previously a 56-month 
follow-up on 36 patients with severe obstruc- 
tion due to ulcer, all of whom were treated 
medically. The average duration of ulcer 
symptoms was 11.7 years. Six had had 
symptoms from 22 to 39 years, which is suf- 
ficient time to expect scarring and cicatri- 
cial stenosis. Four of the patients had had 
hemorrhage and one had a history of gastric 
ulcer. The duration of follow-up varied from 
3!4 months in one patient operated on, to 
10 years, with ‘an average follow-up of 56 
months. Thirty patients were hospitalized 
at the onset of treatment while six were 
treated as out patients. 


The treatment of the obstruction employed 
in this group of patients can be divided into 
four periods; namely, the first 24 hours, the 
first week, the first six weeks, and a pro- 
gram, to prevent recurrence, after six weeks. 


The object of treatment in the first 24 
hours is to decompress the stomach, which 
may be dilated, and to correct dehydration 
and electrolytic imbalance. After aspirating 
and washing with a large Ewald tube, to 
remove all food residue, a Levin tube is in- 
serted with continuous suction. The dehy- 
dration and alkalosis are corrected by dex- 
trose and sodium chloride parenterally. It 
is also important to correct any potassium 
deficiency which may occur with prolonged 
vomiting. Transfusions may be given if the 
hemoglobin is less than 10.0 grams. 


After the first 24 hours the continuous 
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suction is discontinued and the patient is 
placed on a strict ulcer schedule which will 
be outlined later. Aspiration with a large 
Ewald tube at bedtime is done every night. 
If more than 250 cc. are obtained, a Levin 
tube is inserted and continuous suction is 
used during the night. If less than 250 cc. 
are obtained for several nights in a row, the 
nightly aspirations are discontinued. No 
anticholinergic drugs or atropine are given 
the first one to two weeks, since these de- 
crease peristaltic activity and motility in 
the stomach. After the obstruction has been 
relieved by one to two weeks’ medical treat- 
ment, the anticholinergic drugs may then 
be used. 


After the first few days of treatment, 
progressively less is obtained by the nightly 
aspiration, which indicates that the obstruc- 
tion is being relieved. Depending upon the 
amount of material obtained, a progress X- 
ray of the stomach with a six-hour retention 
film is obtained in five to ten days. If the 
obstruction has been relieved and the ob- 
struction obviously has been due to a duo- 
denal ulcer, the patient is discharged on a 
strict uleer program’ including anticholiner- 
gic drugs. 


The patients are asked to return in six 
weeks, at which time a progress stomach X- 
ray is obtained. The progress X-ray usually 
shows no evidence of obstruction and no evi- 
dence of active ulcer. The patients are then 
placed on a simple ulcer program designed 
to prevent recurrence of ulcer. 


On the initial roentgen examination in 
the presence of obstruction, the duodenal 
bulb is usually not visualized. Consequently, 
the differential diagnosis between obstruc- 
tion due to ulcer and carcinoma of the py- 
lorus must be made after the obstruction 
has been relieved and the bulb can be visual- 
ized. This invariably can be done after five 
to ten days’ medical treatment. In question- 
able cases, gastric cytologic examination for 
cancer cells should be done. Gastric cytol- 
ogy,° in our hands the past year, has proved 
to be more than 90% accurate in the diag- 
nosis of gastric carcinoma, more accurate 
than X-ray study. If, despite all of the 
above studies and after repeat X-rays, five 
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Figure II-A. Roentgenogram of a dialated obstruct- 
ed stomach after a barium swallow. This patient 
had a typical ulcer history of six years’ duration, 
with ulcer-type distress in the spring and fall of each 
year. On the basis of his history, it was assumed 
that his obstruction was due to duodenal ulcer. 





Figure II-B. After 12 days of intensive medical 
treatment as outlined, the stomach is still obstructed. 
In addition, the cause of the obstruction was not dem- 
onstrated roentgenologically. At operation, a carci- 
noma of the pylorus causing the obstruction was 
found. If the patients with obstruction are treated 
medically, it is essential that the cause of the obstruc- 
tion—duodenal ulcer versus pyloric carcinoma—be 
demonstrated roentgenologically before they are dis- 
charged from the hospital. This is true even if the 
patient has a history typical of duodenal ulcer, as 
this patient. We have seen three other similar pa- 
tients, one with a 16 year history of ulcer distress, 
whose obstruction was caused not by duodenal ulcer 
but by pyloric carcinoma. In addition, if the obstruc- 
tion is not relieved by medical treatment, the proba- 
bility of carcinoma causing the obstruction is greater. 
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Figure III-A. Patient with an obstructed stomach 
due to duodenal ulcer in 1946. Hypertension and ar- 
teriosclerotic heart disease contraindicated operation. 
He responded to medical treatment, but has had five 
recurring episodes of obstruction which have also re- 
sponded to medical treatment. 





Figure III-B. Roentgenogram in 1957 in the same 
patient, showing no evidence of obstruction but scar- 
ring and narrowing of the duodenal bulb. 
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to ten days after treatment, there still re- 
mains a question of pyloric carcinoma, op- 
eration should be and is advised. 


There are a number of advantages of the 
first week’s treatment. First, the obstruc- 
tion is relieved usually even when due to 
pyloric carcinoma. The dilated stomach re- 
turns to normal size and tone. The electro- 
lytes and hemoglobin are restored to normal. 
Differential diagnosis of the cause of the 
obstruction—ulcer versus pyloric carcinoma 
—can then be made. The patient is in far 
better condition for operation. Consequent- 
ly, the first week of medical treatment for 
obstruction is indicated even though opera- 
tion may be ultimately advisable. 


The 386 patients we studied and treated 
as outlined did have a high degree of ob- 
struction with at least 20% retention of 
the barium, six hours after the barium meal, 
when normally the stomach should be empty. 
Twenty-three of 28 had more than 50% re- 
tention and 10 of the 28 had 90% to 100% 
retention in six hours. A high degree of 
obstruction was present in the eight patients 
in whom six-hour films were not obtained. 
In four of these eight patients the stomach 
was markedly dilated to several times its 
normal size and six showed retention in 24 
hours, amounting to 40% and 50% in two 
patients. 


What results did we obtain in the 36 pa- 
tients who were treated as outlined? First, 
the obstruction was relieved in all patients. 
Second, progress X-rays showed no six-hour 
retention in all patients. The time interval 
between the initial and progress X-rays 
averaged 9.2 days but varied from five to 
21 days. 


In subsequent follow-ups, recurrent ob- 
struction occurred in nine of the 36 patients. 
Twenty-seven had no further obstruction. 
Five patients died of causes unrelated to the 
ulcers. 


Of the 23 patients who continued with 
medical treatment, follow-up was 56 months 
or almost five years. Only one of the 23 pa- 
tients developed recurrent obstruction which 
was relieved by further medical treatment. 
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Twenty-two of the patients had no further 
episodes. 


The patients subsequently undergoing 
operation numbered 13 of the group of 
36. All 13 had responded initially to medi- 
cal treatment with relief of their obstruc- 
tion. The average time interval between 
their episodes of obstruction to the time of 
operations was 47 months and varied from 
344 months to nine years. The primary rea- 
son for operation, as far as we could de- 
termine, is of considerable interest. We had 
insufficient evidence in four patients, be- 
cause they were operated upon elsewhere. 
Eight of the 13 had recurrent obstruction. 
We believe that one patient operated on, 
with symptoms of obstruction for one week, 
six years after the original episode, would 
have responded to medical treatment. One 
patient had no evidence of recurrent obstruc- 
tion. Four did not follow medical treatment, 
one of whom could not speak or understand 
English. Here is the crux of the problem of 
peptic ulcer. Almost all of the patients who 
do not respond to medical treatment are pa- 
tients who do not follow such treatment. As 
Dr. Walter Palmer has asked, “Is it the 
ulcer that is intractable or the patient?” In 
conjunction with this, almost all operations 
for ulcer are elective operations. They are 
not done because of any absolute indications, 
but merely because the patient prefers an 
easier method for caring for his ulcer (sur- 
gery) than medical treatment. It is of in- 
terest that none of the 13 patients who sub- 
sequently underwent operation had further 
trial on medical treatment before surgery. 


How markedly dilated the stomach ap- 
peared initially was found to have no prog- 
nostic value; some of the patients whose 
stomachs were dilated to several times nor- 
mal size responded well to the treatment 
outlined. There is nothing on the initial X- 
ray (amount of dilation of the stomach, nar- 
rowing of the channel, retention of food, 
etc.) which is of any prognostic value in de- 
termining whether operation will be neces- 
sary. The good results obtained in this 
group of patients suggest: 


1. Intensive medical treatment is indi- 
cated for all patients with obstruction due 
to ulcer. 
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Figure IV-A. Obstruction in a “high pressure’”’ 
executive who had an ulcer history of five years’ 
duration. The cause of the obstruction is not visual- 
ized since none of the barium has left the stomach. 
(August, 1951.) 





Figure IV-B. X-ray film after a barium swallow 
a week later clearly demonstrates the large ulcer 
crater. On medical treatment, the obstruction was 
relieved, and the ulcer crater disappeared. For the 
past 715 years (since the episode of obstruction), 
the patient has remained asymptomatic and repeated 
x-rays of the stomach have shown no recurrence of 
active ulcer despite the tensions associated with his 
work. 
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Figure V-A. A three hour retention film in a pa- 
tient with obstruction due to duodenal ulcer. 


2. Recurrence of obstruction is not fre- 
quent—75“% of the group had no such re- 
currence in 56 months. 


3. A recurrent episode of obstruction 
may also well deserve a trial on further med- 
ical treatment. 


Il. Penetrating Duodenal Ulcer 


Penetration of a duodenal ulcer is alleged- 
ly another indication for surgery. Many pa- 
tients, however, with a penetrating ulcer 
will respond to adequate and intensive med- 
ical therapy. Some of these patients may 
require a more intensive program for the 
first week than those without this compli- 
cation; such patients may require a “half- 
hour schedule” with bland food or milk on 
the hour and antacids on the half hour. 


The diagnosis of penetration of a duo- 
denal ulcer can frequently be made clinical- 
ly. There may be a change in the patient’s 
symptoms; pain that originally was imme- 
diately relieved by the use of antacids, no 
longer is. The pain may radiate into the 
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back, or may be primarily in the back. Oc- 
casionally the penetration of the ulcer pos- 
teriorly may result in pancreatitis, causing 
an elevation of the serum amylase. 


Roentgen examination, after a barium 
meal, may show the penetration of the ulcer, 
but the depth of the crater may be obscured 
on the initial examination by severe spasm. 
Frequently, the penetration of the ulcer can 
be better visualized after relief of the spasm 
by seven to 10 days’ intensive medical treat- 
ment. 


Ill. Postbulbar Ulcer—Ulecer in the Second 
Part of the Duodenum. 





Peptic ulcer distal to the bulb is con- 
sidered difficult to heal medically and by 
many to be a “surgical” ulcer. The inci- 
dence of postbulbar ulcer has been reported 
as high as 10% of all duodenal ulcers by 
some, but in our experience postbulbar ul- 
cers are relatively rare, and less than 2% 
of all duodenal ulcers. Patients with this 
type of ulcer may require more strict man- 
agement, but again, they can respond to 
such medical treatment. 





Figure V-B. Six weeks later, the stomach is con- 
siderably smaller and there is no evidence -of ob- 
struction. This patient has continued asymptomatic 
since the episode of obstruction in August, 1954. 
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Figure VI-A. Dilated and obstructed stomach in 
1954. The duodenal bulb is not visualized, but sub- 
sequent x-rays showed the obstruction to be due to 
duodenal ulcer. The patient responded to medical 
treatment. 


IV. Anastomotic or Marginal Ulcer 


These ulcers may be called “surgically in- 
duced” ulcers, since the patients did not 
have an ulcer in this location before opera- 
tion. Patients with marginal ulcers do not 
respond so well to medical treatment as do 
those with simple duodenal ulcers. These 
are also considered by many to be “surgical” 
uleers. If a vagotomy and gastroenterostomy 
have been done originally, then a gastric re- 
section frequently is done. If the first op- 
eration has been a resection, then vagotomy 
is done. If both vagotomy and resection have 
been done previously, then there is nothing 
left for the poor patient but to lose more of 
his stomach with a further resection. Im- 
mediate operation for these patients with a 
marginal ulcer, however, is not necessary, 
as many will respond to intensive and ade- 
quate medical treatment and certainly de- 
serve such a trial. 


Marginal ulcers’ seldom develop after gas- 
tric resection for gastric ulcer in contrast to 
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Figure VI-B. Over three years later (October, 
1957), x-rays of the stomach showed no evidence of 


either an active ulcer or obstruction. 





Figure VI-C. Two months later (December, 1957), 
the patient returned with recurrent obstruction. Ro- 
entgenograms show the stomach to be dilated and 
to contain food residue. Again the obstruction was 
relieved by medical treatment, but the patient re- 
turned three months later with a third episode of 
obstruction. With such a rapid recurrence of obstruc- 
tion, surgery was advised and the patient was op- 
erated upon. 
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Figure VII-A. Patient with pain in the back was 
referred originally to the Orthopedic Department. 
However, his back pain was relieved by antacids. 
Roentgenogram after a barium meal shows a large 
penetrating ulcer. 


the incidence after operation for duodenal 
ulcer. 


V. Hemorrhage 


Massive gastrointestinal hemorrhage can 
be one of the most serious complications of 
uleer, and frequently is threatening to life. 
Opinion concerning medical or surgical treat- 
ment varies widely despite the large num- 
ber of reports in the literature on the sub- 
ject. Tate Miller* treated 400 bleeding ul- 
cers medically with a mortality of only two 
(0.5%). R. C. Brown? reported four who 
died, of 201 patients treated for massive 
hemorrhage, two of the deaths being due to 
aggravation of other diseases. In Buffalo, 
Stewart et al® reported 25 who died, of 193 
patients with massive bleeding who were 
subjected to operation. 

We prefer treating the bleeding ulcer med- 
ically when possible. The stomach is washed 
with a large Ewald tube, and continuous 
suction thereafter with a Levin tube is ap- 
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plied to the stomach. As soon as nausea 
stops, the suction is discontinued and a 
strict medical regimen with food or milk on 
the hour and antacid on the half hour is in- 
stituted. Adequate neutralization of gastric 
acidity is essential. Transfusions are given 
to replace the lost blood; we attempt to bring 
the hemoglobin to 10.0 grams. Frequent de- 
terminations of the hemoglobin, hematocrit, 
and blood volumes are made. If in the first 
12 to 24 hours there is any evidence that 
bleeding has not stopped, or has recurred, 
operation is advised. If operation is going 
to be necessary we prefer that it be done in 
the first 12 to 24 hours, rather than three 
to six days after the onset of bleeding. 


Interval operation, when the patient is in 


good condition, for repeated episodes of 
bleeding from an ulcer is much less hazard- 





Figure VII-B. Spot film showing the large ulcer 
crater penetrating posteriorly. The patient had been 
taking 1500-2000 mg. of demerol daily for his pain for 
the previous two years. On adequate ulcer therapy, 
his pain was relieved, he required no demerol, and 
the ulcer healed. Despite the large amounts of dem- 
erol, the patient had no withdrawal symptoms when 
the demerol was stopped. He had remained free of 
pain and any roentgen signs of an active ulcer for 
the past 4% years. 
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ous for the patient, and is attended with less 
morbidity and mortality than that done dur- 
ing or shortly after an episode of massive 
bleeding. Two to three episodes of massive 
hemorrhage are usually sufficient to make 
interval operation advisable. This advice 
must vary with the individlual patient, de- 
pending on how serious the episodes of gas- 
trointestinal hemorrhage were, rather he 
had been given and followed adequate medi- 
cal treatment previously, age, general con- 
dition, ete. 


VI. Perforation 


Seeley and Campbell'’ reported a mortality 
of 1.5% in 134 patients with perforation 
who were suitable for operation but who 
were treated by the non operative method. 





Figure VIII-A. The roentgenologist diagnosed car- 
cinoma of the second part of the duodenum, because 
of the apparent filling defect present. Because of 
a past history of duodenal ulcer, the difficulty of 
operating on the second portion of the duodenum (re- 
quiring a Whipple type of procedure if it were ma- 
lignant), and because of the poor prognosis even with 
surgery for carcinoma of the duodenum, we elected, 
in consultation with a surgeon, to treat the patient 
on an intensive medical program for ulcer. Frequent 
progress visits were obtained. 
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Figure VIII-B. Progress x-ray of the stomach and 
duodenum showed the duodenum to be normal, with 
disappearance of what previously has been _ inter- 
preted as a filling defect. In retrospect, the patient 
had a large penetrating ulcer of the second part of 
the duodenum; the ulcer caused sufficient spasm to 
simulate a filling defect. This patient has been fol- 
lowed for eight years, and has had no recurrence of 
ulcer pain. 


They also reviewed the recent literature and 
found a mortality of 8.7% of 1,622 patients 
subjected to surgical closure; the mortality 
in the non operative series of 784 operable 
cases was 4.5%. 


in general, we think that perforation is 
an indication for operation. Our experience 
in the non surgical treatment has been lim- 
ited to three patients, and was successful in 
each. They were ideal candidates for this 
type of therapy, each having perforation a 
short time previously on an empty stomach. 


Patients who have had a perforation fre- 
quently have further difficulty with ulcer 
and other complications. These patients 
should stay on a fairly strict ulcer regimen 
in an attempt to prevent recurrences of their 
ulcers. It is unfortunate that a more defini- 
tive operation than simple closure of the 
perforation usually is not done. The French 
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Figure IX-A. Spot film after barium swallow show- 
ing a huge marginal ulcer in a patient who developed 
pain and one episode of hemorrhage following gastric 
resection. The marginal ulcer was so large that one 
roentgenologist thought the ulcer was a “pocket re- 
sulting from the gastroenterostomy.”’ 


Figure IX-B. After medical therapy for ulcer, prog- 
ress roentgenograms of the stomach show that the 
ulcer crater has disappeared. The excellent sympto- 
matic response of the patient and the roentgen dis- 
appearance of the crater demonstrate conclusively 





that the patient did have a huge marginal ulcer. An- 
astomotic ulcers can be difficult to demonstrate ro- 
entgenologically, but we believe this ulcer was well 
shown in this patient. Despite the fact that marginal 
ulcers can become quite large and penetrate deeply 
as in this patient, it is possible for them to heal on 
adequate medical therapy. 
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have reported gastric resections for the per- 
forated ulcers rather than the simple clos- 
ures; resection in the presence of perfora- 
tion may be more hazardous, but should re- 
sult in fewer recurrent ulcers. 


VII. Gastric Ulcer 


All gastric ulcers are considered by a few 
to be surgical ulcers, not because of their 
lack of response to medical treatment, but 
because a small percentage are malignant. 
With present diagnostic methods utilizing 
X-rays, gastric analysis, gastroscopic exam- 
inations, gastric cytology and frequent prog- 
ress studies, the error of diagnosis of a 
benign ulcer, which is really malignant, 
should not greater than 1 or 2%. In our 
hands® recently, gastric cytology has been 
94% accurate in the diagnosis of gastric 
carcinoma. Many large, benign gastric 
ulcers'''? can heal extremely rapidly on ade- 
quate medical treatment, so why not treat 
them for three to six weeks, making care- 
ful progress studies? If the ulcer is malig- 
nant, a three to six weeks’ delay in opera- 
tion should have no basic effect on the prog- 
nosis. It is imperative, however, that prog- 
ress studies be obtained of the patient with 
the gastric ulcer that is treated medically. 


VIII. Treatment 


For the first week of treatment of many 
of the patients with a complicated ulcer, and 
for those whose distress is not relieved 
promptly, by the preceding, a half-hour pro- 
gram with food or milk on the hour and ant- 
acid on the half hour is instituted. These 
patients are also awakened and given an 
ounce of antacid every 214 hours during the 
night. When all symptoms have disappeared 
for several days, then the preceding hourly 
schedule is reinstituted. 


An outline of the basic treatment for ac- 
tive ulcer is as follows: First, adequate rest 
and relaxation are most important. A vaca- 
tion can help. It is known that an ulcer will 
heal while a patient is on a fishing trip. If 
a patient is working nights, or split shifts, a 
regular day shift is preferable. A patient 
should not have two jobs. Second, the pa- 
tient is asked to avoid anything that in- 
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creases gastric acidity, such as coffee, tea 
and alcohol. Smoking is restricted. Third, 
a bland diet, fairly liberal with food or milk, 
on the even hours to neutralize gastric acid- 
ity is prescribed. Fourth, antacids — alu- 
minum hydroxide preparations, two drams, 
on the odd hours are prescribed. In this 
way the gastric acidity in the stomach is 
neutralized every hour from arising to re- 
tiring. Fifth, among supplemental meas- 
ures, the anticholinergic drugs are more ef- 
fective than antispasmodics. The patient is 
given mild sedation with vitamin supple- 
ments. 


All patients are asked to return in six to 
eight weeks for progress gastric acidity tests 
and X-ray examination of the stomach. In 
six to eight weeks the ulcer is almost invari- 
ably healed, if they have followed the ulcer 
program. 


If the ulcer is not healed, almost always 
it is because the patient has not followed the 
outlined program. If the ulcer is healed, we 
ask him to follow a modified treatment for 
inactive ulcer, to prevent recurrences, not to 
heal an ulcer. First, we ask him to continue 
the avoidance of nervous tension. Second, 
the avoidance of stimulants to gastric acid- 
ity. Third, a liberal bland simple diet with 
milk 214 hours after meals. Fourth, ant- 
acids one hour after each meal and at bed- 
time. Fifth, we ask him to continue with 
the supplemental measures. 


We stress to the patient the importance of 
resuming the intensive hourly ulcer schedule 
with any increase in nervous tension, any 
intercurrent infection, any surgical proce- 
dure, at the time of past recurrence of ulcer 
(spring and fall), and with any recurrence 
of ulcer symptoms. 


The anticholinergic drugs'* are much more 
effective in decreasing gastric acid secretion 
and motility than are the antispasmodics. 
We employ the anticholinergic drugs to 
tolerance. There is evidence that tolerance 
to any one of the anticholinergic drugs may 
develop, so it may be advisable to change 
the one used every two months, 


Contraindications to the use of the anti- 
cholinergic drugs should always be kept in 
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Figure X-A. Recurrent ulcer (marginal) in a pa- 
tient who had had a Bilroth I gastric resection for 
gastric ulcer. The development of a marginal ulcer 
following gastric resection for gastric ulcer is uncom- 
mon. 





Figure X-B. Progress x-rays of the stomach show 
healing of the marginal ulcer. The patient has been 
followed for eight years with no recurrence of an 
ulcer. 
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Figure XI. Penetrating benign gastric ulcer high 
along the lesser curvature near the cardia. The pa- 
tient also had moderately severe Laennec’s cirrhosis 
contraindicating operation; in addition, a high gastric 
resection would have been required. The ulcer healed 
on intensive medical treatment. 


mind. They should not be used in patients 
with glaucoma, coronary insufficiency, or 
cardiac decompensation, bladder-neck ob- 
struction, achalasia, or in patients with py- 
lorie obstruction until the obstruction is re- 
lieved. 


In the treatment of ulcer the relief of 
stress cannot be over-emphasized. Dr. Sara 
Jordan discussed stress with an ulcer pa- 
tient. The patient replied, “What you mean 
is that I should stop being a heller and be 
a what-the-heller.”’ 


Peptic ulcer is frequently a lifetime prob- 
lem, not because of any difficulty in heal- 
ing the ulcer but because of the marked ten- 
dency for repeated recurrences. Consequent- 
ly, the simple modified ulcer schedule, de- 
signed to prevent recurrence of the ulcer 
should be followed for relatively long periods 
of time; this is particularly true when the 
life-habit pattern of the individual cannot 
be changed. 
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IX. Jrradiation for Peptic Ulcer 


Irradiation has been used by some in the 
treatment of peptic ulcer for over 40 years; 
it was first used for this purpose by Brug- 
gle. Palmer and Kirsner'' have treated 
over 1,500 cases of peptic ulcer with irradia- 
tion with a 250-kilovolt machine. Irradiation 
applied to the stomach decreases gastric acid 
secretion for variable periods of time, but 
as long as the acid secretion is depressed, 
the ulcer heals and remains healed. 


We have used cobalt-60 teletherapy’’ as 
a means of delivering irradiation to the stom- 
ach in 80 patients with complicated peptic 
ulcers. The cobalt-60 was used as a supple- 
ment to medical treatment and in no way 
replaced the medical therapy outlined. The 
depth, of stomach dose, of 2,000 roentgens 
that was given was well tolerated, with 
minimal nausea or vomiting and no skin 
changes. Initially there was a reduction in 
gastric acidity in almost every patient. There 
was a gradual return of gastric acidity to 
pretreatment levels in some six to 12 months 
after therapy. 


The initial symptomatic and roentgen re- 
sponse was good in all patients; progress 
X-ray studies six to eight weeks after ther- 
apy showed the ulcer to be healed in each pa- 
tient. Five patients have developed recur- 
rent symptoms and ulcers. While all pa- 
tients treated with cobalt-60 had some in- 
dication for operation before therapy, only 
three have been operated on to date (aver- 
age follow-up—two years). Irradiation with 
cobalt-60 may be indicated in many patients 
with complicated or “surgical” peptic ulcers 
that do not respond to conventional ther- 
apy. Operation may be avoided in some by 
this treatment. 


Summary 


The patient with a peptic ulcer compli- 
cated by obstruction, penetration or in an 
atypical location such as postbulbar or mar- 
ginal, or a patient with a gastric ulcer, will 
respond to intensive and adequate medical 
treatment. All of the patients with severe 
obstruction so treated did respond satisfac- 
torily, and 75‘ (27 of 36) had no recur- 
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Figure XII. Gastric ulcer high along the lesser 
curvature near the cardia. This again would have 
required a high resection. On medical therapy, the 
ulcer was healed in four weeks. The patient has re- 
mained asymptomatic the past 18 months with no 
evidence of recurrent ulcer. 


rence of the obstruction in a 56-month fol- 
low-up period. Examples have been shown 
of the other types of complications that 
have responded to adequate medical treat- 
ment. 


Most failures in the medical treatment 
for peptic ulcer are due to inadequate treat- 
ment—either the patient has not been given 
adequate therapy or he has not followed the 
treatment outlined. We have seen patients 
with long histories of ulcers whose previous 
treatment has consisted of antacids, taken 
after eating (when they do not need the ant- 
acid since food neutralizes the gastric acid) 
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or antacids only when they have distress. 
Such therapy is grossly inadequate. With 
adequate treatment many of the most com- 
plicated ulcers will heal, and with continued 
minimum treatment remain healed. 
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By learning to use what retinal elements are 
still functioning,’ many with sub-normal 
vision are able to do visual work not previ- 
ously thought possible. 


THE VISUALLY HANDICAPPED 


Or Are They? 


In OUR SOCIETY of today a small group 
of handicapped individuals may be overlook- 
ed because their small size does not or cannot 
demand the overall attention. Yet this 
group’s position may gain the attention of 
society and then efforts are made to assist 
their specialized problems. This, I feel, is 
what is occurring today for the visually 
handicapped individual, and, in ways, it 
is revolutionizing our thinking on the em- 
ployment and education of such individuals. 


Under the sponsorship of Vocational Re- 
habilitation, a clinic to assist the partially 
sighted individual was started at the Uni- 
versity of Oklahoma School of Medicine on 
April 15, 1958. Through the remainder of 
the year 103 individuals were examined and 
the results have been both gratifying and 
encouraging. 


To speak of the partially sighted one im- 
mediately thinks of the legally blind, those 
whose best corrected vision is 20/200 or 
less. The term, legally blind, is a classifi- 
cation usually used for determining eligibil- 
ity for assistance or for obtaining an extra 
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income tax deduction. But, from our experi- 
ences, many of these now are gainfully em- 
ployed and others are obtaining a useful 
education. Aids have to a large extent made 
these individuals self sufficient and able to 
take their place in society with pride and 
respect. 


Working with the partially sighted indi- 
vidual requires patience and understanding 
by both the examiner and the individual be- 
ing examined. Because of the tedious word 
by word reading the younger individuals 
adapt themselves more readily than do the 
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older. The higher percentage of failures is 
in the elderly who do not wish to change 
life long habits. Those with recent onset of 
visual loss are more difficult to work with 
because of the yet remaining hope that some 
miraculous operation or medicine will re- 
turn their lost vision. In instances of long 
standing visual loss, reading efficiency some- 
times becomes practically non-existant and 
encouragement must be given to develop this 
ability again. Failures occur in this cate- 
gory where the individual could see the 
print, but didn’t know or remember what 
he was reading. Assistance often can be 
given for distance as well as for near vision, 
but each case has to be studied separately 
and the appropriate aids given. Examina- 
tions were done similarly to those previous- 
ly described. 


“Sight Saving” and “Sight Conservation” 
are two phrases often used around this group 
of individuals, and, at times, have a direct 
influence upon their fears of loosing what 
vision they have. These people have to be 
reassured and convinced that using their 
eyes will do them no harm. “Sight Saving” 
and “Sight Conservation” are well used in 
other aspects of protective programs for the 
public, but these two phrases are poorly 
chosen for use with those of limited vision. 
In regards to the partially sighted, probably 
we should change to the positive approach 
and call them “Sight Utilization” programs. 


Another problem has existed in working 
with children. Any sub-normal visual indi- 
vidual has to bring the reading close until 
the image is large enough to permit read- 
ing. Both parents and teachers yet have 
the strongly instilled belief that it is dan- 
gerous to the child’s eyes to hold the read- 
ing so near. Consequently, the child is often 
instructed to move his reading further out, 
and the child immediately becomes confused 
and frustrated as the reading is no longer 
clear. An educational program would help 
this situation. 


In this group 103 patients are included. 
These were referred by other ophthalmol- 
ogists after complete eye examination. Of 
these, aids or glasses were prescribed for 
83. Six could be given reading vision but 
the adjustment was more than they wished 
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to be subjected to. Five had sufficient vis- 
ion for their work and no additional aids 
were prescribed. In this category will be 
those who will have to return at a later date 
when their failing accommodation will make 
it necessary. Eight could not be helped. This 
represents 80% being helped which is in 
line with other studies. Careful screening 
by the referring ophthalmologist greatly af- 
fects this number. 


Others have noted that many of these in- 
dividuals can be aided by glasses prescribed 
from the practitioners lens set. In this study 
this fact was corroborated. Optical aids are 
the microscopic lenses, scopic lenses, aspheric 
lenses, binoculars, telescopes, and hand mag- 
nifyers. Optical ‘aids for 47 were prescribed 
and 36 received assistance through glasses 
prescribed from the trial lens set. 


Following is a list of types of pathologic 
condition seen in this study. These are 
grouped under the classification of: (1) 
those helped; (2) those that could be helped 
but could not adjust; (3) those whose pres- 
ent lenses are satisfactory and didn’t need 
further assistance; and (4) those that could 
not be helped. 


Total (1) (2) (3) (4) 


Macular Degeneration 21 15 ~ G3 
Optic Atrophy 16 12 1 1 2 
Macular chorio-retinitis 13 13 0 oOo oO 
Myopia, high 9 7 2 0 0 


Amblyopia, congenital, and 
associated with high re- 
fractive error 


Co 
fr) 
o 
— 
_ 


Corneal scars, dystrophy, 


and keratitis 7 7”. ¢@ @ 6 
Detached retina 4 2 O 1 1 
Glaucoma 4 s. @ & 6 
Retinitis pigmentosus 3 z- 6 @>] 
Congenital cataracts, 

operated 3 S= 64.26 0 
Aniridia with dislocated lens 3 2 0 1 0 
Albino a 2 0 1 0 
Cataract senile, unoperated 2 2 0 0 0 
Diabetic retinopathy 2 2 @- @-@ 
Coloboma of retina and 

choroid 2 2 Gy @i6 
Dislocated lens 1 1 0 oO 0 
Congenital glaucoma 1 1 0 oO O 
Retrolental fibroplasia 1 0 0 tL -<4 

103 83 6 
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Several dramatic cases are worthy of spe- 
cial note. One college girl with congenital 
cataracts was wearing a +3.00 add in her 
bifocals and was unable to read her text- 
books. When able to read 5 point print by 
the assistance of microscopic lenses, she 
made the heart rending statement, “Am I 
able to see the print the way you do?” She 
has since given up her reader service and is 
continuing her education. 


One gentleman was first seen wearing 
-19.00 lenses with which he could not read 
the 20/400 letter. On the ten foot chart 
with -27.00 lens he was able to read the 
10/155 letters. Contact lenses were then 
tried and after the final adjustment he was 
able to read 20/60. This, of course, was 
some seven times better than when first 
seen, so he was quite happy with the results. 


A 28 year old housewife had bilateral 
chorio-retinitis eight years previously. 
Though the lesions were inactive, she appar- 
ently had never been refracted during this 
time. She was unable to identify the 20/400 
letter. She was refracted on the ten foot 
chart and could be improved to 10/77.5 line 
or equal to 20/150. To most of us 20/150 
doesn’t seem very good, but to her the glasses 
meant she could see three times as well. 


A 21 year old lady had congenital bilateral 
macular chorio-retinitis with a best correct- 
ed vision of 20/300. She had obtained her 
high school education through the school for 
the blind. She was given a microscopic bi- 
focal for reading and a monocular telescope 
for board work. She is now doing college 
work without any special assistance. 


One of the most revolutionary opinions 
formed to date from this work has been in 
regards to the partially sighted school child. 
This was called to our attention by one gir] 
who had obtained her highschool education 
through the school for the blind. When asked 
to read braille, she immediately did so, but 
by sight rather than by feel. From this we 
began to wonder whether these children 
were properly being classified for school- 
ing; that is, school for the blind, sight sav- 
ing classes, and public school. 


With this in mind, all cases that were con- 
genital in etiology were reviewed. Out of 
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, the 103, 31 were found to have the condi- 


tion at the age they started to school. These 
were classified as eleven with optic atrophy, 
six with congenital amblyopia, four with 
aniridia and/or dislocated lens, three with 
congenital cataracts, three with albinism, 
two with congenital coloboma of the retina 
and choroid, one with congenital glaucoma, 
and one with congenital macular chorio-re- 
tinitis. 


Of those with optic atrophy, two stopped 
their education in the 6th grade because of 
visual difficulties. Two were presently in 
the 6th and 8th grades and were having dif- 
ficulties with their work until given optical 
assistance. One went through the 8th grade 
at the school for the blind, but with optical 
aids has been shifted to regular school. Three 
had an associated near-sightedness and were 
able to attain highschool diplomas. One ob- 
tained highschool education in public school 
but had to have all of his reading done for 
him. The other two went through the school 
for the blind. One of these was able to ob- 
tain 4 point reading through the aids, and 
if available at the time, the individual could 
well have gone through regular school. 


In the six with congenital amblyopia that 
was usually associated with a high refrac- 
tive error, two dropped out in the fifth grade 
and one in the ninth. One is presently in the 
fifth grade but was beginning to have 
trouble with reading. One with 20/60 vision 
in the better eye stopped at the tenth grade. 
One was able to complete a highschool edu- 
cation. 


There were four with aniridia and/or dis- 
located lenses. One is presently in college 
but has had the use of Kollmorgen Lenses. 
One is in the fourth grade and able to hold 
print close enough to read. One is in the 
6th grade and had to have optical aids to 
continue. One is in the 9th grade and was 
unable to read until prescribed optical aids. 


Of the three albinos, one in the 4th grade 
was having reading difficulties, but now is 
able to continue with assistance. One com- 
pleted highschool. The other is a college 
freshman but has 20/60 vision and is still 
able to read 5 point print with his distant 
correction. 
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There were two with congenital coloboma 
of the retina and choroid. One went through 
the school for the blind and with aids is now 
able to read 4 point print. One with 20/60 
vision was able to go through the tenth 
grade. 


The one with congenital glaucoma is in 
the seventh grade. Her vision tends to fluc- 
tuate but at times is unable to read. Optical 
aids will permit her to continue reading text- 
books on her difficult days. 


The one with bilateral congenital macular 
chorio-retinitis went though highschool at 
the school for the blind. Since given optical 
assistance she is presently obtaining a col- 
lege education without any special services. 


After reviewing this group several facts 
do stand out. As long as the individual has 
sufficient accommodation to bring reading 
close enough to do the work, they seemed 
to be able to stay in school. Those with 20/ 
200 vision appear to drop out around the 
fifth to seventh grades. Those with a little 
better sight such as 20/60 often would make 
it about the tenth grade. And those that had 
a combined near-sightedness with their dif- 
ficulties seemed to make it through high- 
school. 


In this group there are nine presently in 
gradeschool and highschool. Two in the 
fourth and fifth grades respectively have 
enough reading vision that ’no assistance has 
been ordered except for the suggestion of 
a monocular telescope to see the board with. 
One has been shifted from the school for the 
blind to public school. Six had reached the 
point where reading was becoming extreme- 
ly difficult. This condition has been relieved 
by the use of optical aids and their educa- 
tion is continuing uninterrupted. Typical of 
this is a nine year old albino with a best 
corrected vision of 10/70. Until this year he 
has not had any significant trouble with his 
education. This year his reading vision 
dropped to 12 point with his distant correc- 
tion only. This permitted only short periods 
of reading before he had to stop. By giving 
a +2.00 add bifocal he again was able to 
read 4 point print comfortably and is now 
doing satisfactory work. In time he will 
have to have stronger bifocals, but it has 
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stopped all considerations the parents had 
of changing him to the school for the blind. 


Summary 


Assistance in aiding the partially sighted 
individual is becoming an accepted possi- 
bility in evaluating a person’s vision. Legal 
blindness is no longer a criteria that the 
individual is beyond help. A person’s visual 
capabilities need no longer, in certain in- 
stances, be measured by the ability of read- 
ing a Snellen or Jaeger chart, but is more 
closely aligned with their ability to utilize 
whatever retinal elements are yet function- 
ing. 


The extent of visual rehabilitation for 
these people has.been exaggerated by tele- 
vision, newspapers, and magazines, and 
false hopes have been created. Often they 
are lead to believe that these aids will again 
permit working at a desk, doing many types 
of industrial work, and even driving a car. 
Rarely does a correction rehabilitate these 
individuals to see at all distances, to walk 
in the street with the aids on, or to read 
normally at 16 inches. 


The length of the decreased vision plays 
an important role on the emotions of the in- 
dividual and their determination to adjust 
to the new type of vision. Those with re- 
cent onset of visual loss hope for return of 
the sight they have lost. Anything less than 
this does not seem worth while and they fail 
to make the necessary effort for readjust- 
ment. Those with visual losses of longer 
duration have already accepted being de- 
prived of certain visual activities and great- 
ly appreciate any visual improvement, even 
of a small degree. In a few, one will en- 
counter complete lack of effort for fear they 
might loose blind assistance they are pres- 
ently receiving. The greatest amount of 
failure to help is in the elderly who find it 
too difficult to change life long habits, and, 
to some extent, are hindered by a tremor 
often associated with their age. 


In our first group being studied, there were 
103 patients. Of this group there were only 
six or 6% that could not be helped. There 
were nine or 9% that could be helped but 
who did not want to make the adjustment. 
This represents a 15% failure of those seen. 
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Five or 5% could not be improved beyond 
their present glasses or aids, and were able 
to continue their work or education. 83 or 
80% were prescribed for. 


Education of the partially sighted child 
needs additional consideration. From the 
103 patients, 31 were found to have their 
condition present before entering school. Al- 
though there are not sufficient controls to 
be definite in our views, the results imply 
that many of these had to interrupt their 
education because of loss of reading ability 
associated with decreasing accommodative 
power. Thus, as long as they were able to 
hold the print close enough to get the need- 
ed magnification, they were able to continue 
their education. Those who did not obtain 
the assistance of aids seemingly would stop 
their education between the fifth and sev- 
enth grades. Two with a slightly better vis- 
ion of 20/60 completed the tenth grade. 
Many that had an associated near-sighted- 
ness were able to finish highschool. 


In this group there were seven that 
reached the place they were unable to handle 
their reading. It is felt that with optical 
aids, these will now be able to continue their 
education. Our present plan that has worked 


ADMIRATION, n. 


the best is to use whatever strong plus lenses 


“it takes for adequate reading vision. Often 


this was in the form of bifocals. For board- 
work, the 10X monocular telescope has 
proven to be a useful tool. A person with 
20/200 vision can read 20/20 through this 
aid. By this method there are some that 
have been diverted from obtaining their 
education in the school for the blind. In in- 
stances it permits the child to continue his 
education in his home town rather than hav- 
ing to go elsewhere. There is a strong emo- 
tional factor present of wanting to live with 
their family that undoubtedly helps the 
child’s education. With these aids now read- 
ily available, we may have to re-evaluate the 
“Sight saving” classes and the proper place 
of education of the partially-sighted child. 
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Our polite recognition 


of another’s resemblance to ourselves. 


From the Devil’s Dictionary by Ambrose Bierce 
—Sagamore Press, Inc. 
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Prognosis in Patients Under Age Forty 





Malignancy of the Rectum 


and Sigmoid Colon 


ALTHOUGH numerous series of carcinoma 
of the rectum and sigmoid colon have been 
reported, none have been analyzed as to 
prognosis in the younger age groups. Many 
authors have expressed opinions but none 
of these have been based on actual survival 
rates among patients under forty. The fol- 
lowing is a review of our own experience 
with carcinomas found in patients under 
forty years of age. 


Material 


During the fifteen year period of January, 
1944 to January, 1959, twenty-one cases of 
carcinoma of the anal canal, rectum and 
lower sigmoid colon were encountered in 
patients under forty. Nine occurred in males 
and twelve in females. The youngest patient 
was eighteen years old. 


Bleeding and increasing obstipation were 
the most frequently encountered symptoms. 
Other complaints were tenesmus, pain, 
weight loss and unhealed anal wounds. 


There were two squamous cell carcinomas 
of the anal canal. Of the nineteen adeno- 
carcinomas, nine occurred in the rectum, 
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eight in the rectosigmoid and two were in 
the low sigmoid. Three patients were in- 
operable at the time of examination and in 
two others palliative colostomies were per- 
formed. The remaining sixteen patients had 
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definitive surgical procedures. Seven of 
these were combined abdominoperineal re- 
sections of the rectum and the remaining 
nine were anterior resections of the recto- 
sigmoid with primary end-to-end anastomo- 
sis. There were no post-operative deaths. 
Nine of the resected malignancies were 
classed as Broders Class II, Dukes Class 
B, or C. 


Results 


Eleven of the 21 patients are surviving 
one or more years following operation for 
their disease. In one of these there has been 
a local recurrence requiring a colostomy for 
obstruction. The average survival time for 
those patients who died of their disease, was 
eight months. The over-all survival is 10 
of 21 or 47%. Of those having definitive 
surgery, 10 of 16, or 62.5%, are surviving 
from one to seven years without recurrence. 


Discussion 


There is a general clinical impression that 
malignancies of the rectum and colon in the 
young have a very poor prognosis. In a re- 
cent article on the subject, Ezzo, Sullivan 
and Mack,‘ reported a survival rate of 21% 
in 32 patients under 40 with carcinoma of 
the rectum or colon. Daland,? in a study of 
100 cases of untreated carcinoma, stated, 
“A study of the degree of malignancy, as 
made by microscopic study, failed to show 
any relationship between the length of life 
and the degree of malignancy.” Lees and 
Parks’ in a histological study of malignancies 
in 105 patients under 30, were unable to 
demonstrate histologic changes different 
than those found in a similar group of older 
persons. They quoted Greenwood’ as stating, 
“ ... we cannot confirm the general opinion 
that age at onset is an important factor of 
duration.” Dukes,* on the other hand, in an 
analysis of 1000 cases of carcinoma of the 
rectum reported lymphatic metastases in 
72% of patients under 40 as opposed to 51% 
in those between 40 and 59. It is evident 
that there is no general agreement. as to 
the prognosis of the young patient with car- 
cinoma of the rectum or colon. Survival 
rates of these malignancies in all age groups 
is approximately 40%.':**. Our series com- 
pares favorably with this. 
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About 10% of the malignancies of the 
rectum and colon occur before the age 40.'*” 
It is doubtful that any one series will con- 
tain a large enough number of young pa- 
tients on which to base reliable conclusions. 
For this reason we think that several series 
should be reported so that these cases can 
be collected and an analysis of survival rates 
can be made. In this way it is hoped that 
the true prognosis for young patients can be 
determined. 


Summary 


1. There are no statistical studies on 
which to base prognosis of the patient with 
carcinoma of the rectum or colon before the 
age 40. 

2. The over-all survival rate for these 
malignancies in all age groups is approxi- 
mately 40%. 

3. Ina series of 21 patients with carci- 
noma of the anal canal, rectum or low sig- 
moid colon, we have reported an over-all 
survival rate of 47.8%. 

4. Because of the relative infrequency of 
malignancy in the young, we urge the re- 
porting of small series so that a collection 
of cases can be analyzed. 

5. We believe that the prognosis for the 
young patient with a carcinoma of the rec- 
tum or colon will compare favorably with 
that of all age groups. 
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Don’t Be Duped by 


THE ADDICT’S BAG OF TRICKS 


PuysIciaNns MUST CONSTANTLY be 
on guard against the narcotic addict, who 
cleverly preys on the sympathy of ethical 
practitioners in his attempts to obtain nar- 
cotics illegally. 


Some of the most common ruses and gim- 
micks used by addicts are detailed in the 
following paragraphs. 


1. Subject will admit addiction and will 
request a prescription for enough tablets 
to hold them until they can reach the hos- 
pital to which they allege they are en route. 
This is oft times supported by a true or 
forged correspondence with the hospital. 


2. Addicts who prefer some of the syn- 
thetic narcotic drugs will claim that they 
are en route to the hospital for treatment 
and that already they are reducing their 
habit through the use of Dolophine or 
Demerol. 


3. Malingering kidney stones—The sub- 
ject will, upon examination, produce blood 
in urine by self-inflicted wounds that will 
many times fool the physician and cause 


*Chief of the Narcotic Enforcement Division Attorney Gen- 
eral’s Office. 
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narcotics to be administered and prescribed. 


4. Subject will claim severe back injury 
that causes intense pain. This will oft times 
be supported by a stolen X-ray film of back 
injury. This method is used more often in 
the smaller towns. 


5. Subject will claim severe pain in chest 
that could give rise to suspicion of tuber- 
culosis and through self-inflicted wound at 
the proper moment can produce blood in the 
sputum to further the suspicion. 


6. An addict will claim to be the patient 
of some doctor who is out of town or in the 
hospital. The daily newspaper provides the 
source of this information. 


7. Claiming blindness that can be tem- 
porarily corrected by the use of narcotic 
drugs and sight restored while under the 
influence has been successfully used by ad- 
dicts to obtain desired drugs. 


8. Subject will request a doctor drive 
fifteen or more miles out in the country to 
administer to a relative who has an incur- 
able cancer and is in great pain. The sub- 
ject will suggest that if the doctor cannot 


309 








spare the time from his office he will get 
the prescription filled and deliver the “pain 
tablets” to the patient. 


9. Subject will call a doctor at his home 
(away from his records) and claim that he 
is a former patient and is in need of pare- 
goric for stomach cramps, requesting that 
the doctor call a druggist and issue a tele- 
phone prescription. 


10. Subject may claim that he is a “reg- 
istered addict’”’ and has the authority to se- 
cure and use narcotics. There is no Federal 
or State provision for a “registered addict.” 


11. An addict with hemorrhoids may re- 
quest a prescription for Laudanum, sweet 
oil and phenol. The presence of phenol may 
throw the doctor off guard. The addict 
knows how to separate these and you can 
feel sure this will not be used for hemor- 
rhoids. 


12. The addict may request the admin- 
istration of a narcotic for a “hangover” al- 
leged to have been caused by overindulgence 
in alcohol. 


13. Addicts will often give a doctor the 
“rush act” by presenting themselves during 
peak hours, feeling that the doctor can be 
more easily persuaded then, or if there is 
an examination that it will not be thorough 
enough to disprove the alleged need for nar- 
cotics. 


14. A false or forged letter from a doc- 
tor in another city addressed “To Whom It 
May Concern” that states the bearer has 
some condition that requires narcotic drugs 


AFFLICTION, n. 


to alleviate the pain is used successfully by 
some addicts that travel the country. 


15. An addict, having received one pre- 
scription for narcotics from a doctor, may, 
through the theft of printed prescription 
blanks, effect forgeries or tracings of the 
original. Guard your prescription blanks. 


16. An addict will “re-hash’” a doctor 
after the first prescription by telling him he 
lost the content of the first prescription 
when it spilled in the toilet stool. 


17. Addict nurses having access to nar- 
cotics will often times substitute sterile 
water for narcotic solutions to cover up the 
shortage. This may result in your patients 
having a medical need for the drug to suf- 
fer great pain. Report these instances to 
narcotic agents. 


18. Addicts will sometimes request a 
prescription for Morphine and Atropine, 
feeling that the presence of Atropine will 
throw the doctor off guard. The addict can 
remove the Atropine. 


19. Subjects addicted to the synthetic 
narcotic drugs are often successful in ob- 
taining Demerol or Dolophine because they 
are considered by too many doctors as not 
potent narcotics and are not addictive. There 
are many Demerol and Dolophine addicts. 


20. An addict may effect a forgery of 
a narcotic prescription using your name and 
registry number that may come to your at- 
tention. If this happens, pleace notify im- 
mediately the State Narcotic Enforcement 
Division. 


An acclimatizing pro- 


cess preparing the soul for another and bit- 


ter world. 


From the Devil’s Dictionary by Ambrose Bierce 
—-Sagamore Press, Inc. 
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GIANT CELL PNEUMONIA 


GIANT CELL PNEUMONIA was first de- 
scribed by Hecht in 1910.' Sporadic case re- 
ports of this condition have appeared in the 
literature since this time. The original con- 
cept considered the disease to be non-specific 
and caused by toxic stimuli in vaious condi- 
tions, such as rubeola, pertussis, diphtheria 
exotoxin, etc.* This concept has been changed 
considerably in the last 20 years. 


Recently we observed a typical case of 
this condition. A report of the case and con- 
sideration of the etiology may be of some 
academic and practical value. 


Clinical History 


A 12 month old Negro male was admitted 
with a three weeks history of upper respira- 
tory infection characterized by fever and 
cough. At the time of admission two of the 
siblings were suffering from rubeola. The 
patient was breast fed and had had no vac- 
cinations. He had experienced no childhood 
diseases. 


The patient was a well developed, well 
nourished, colored male in moderate acute 
distress. He manifested a continuous cough 
and rhinorrhea. The pharynx was moder- 
ately injected. Numerous whitish ulcerated 
plaques were noted over the buccal mucosa. 
The breath sounds were quite harsh with 
scattered rales. The abdomen was not re- 
markable. The palms were very pallid. Neu- 


*This paper is from the Department of Pathology, University 
of Oklahoma Medical Center. 
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rological examination was within normal 
limits. 


The hemoglobin was 11.5 gm.%, the he- 
matocrit was 33%, and the white blood cell 
count 12,600 with 61 neutrophils, five bands, 
and 34 lymphocytes. The urinalysis was 
negative. Skin tests were negative to tu- 
berculin and histoplasmin. A _ sickle cell 
preparation was negative. An x-ray film of 
the chest was not remarkable except for 
slight increase in hilar markings. 


The temperature varied between 101° and 
102° F. The ulcerations of the tongue and 
gingival mucosa became progressively worse. 
X-ray films of the chest taken two days 
prior to death showed extensive interstitial 
infiltration compatible with interstitial 
pneumonia. The patient died on the 13th 
hospital day with progressive respiratory 
difficulty. Treatment at the hospital con- 
sisted of the administration of antibiotics 
and one transfusion for a sudden drop in 
hemoglobin to 7.5 gm.%. 
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Anatomic Findings 


Examination of the buccal cavity revealed 
several rather large, irregular shallow hem- 
orrhagic ulcers around the gingival border 
of the teeth. External examination was 
otherwise unremarkable. No skin rash was 
present. The peritoneal cavity contained 
about 5 ml. of straw-colored serous fluid. 
The margin of the liver was 6 cm. below 
the costal margin anteriorly in the right 
midclavicular line. Both plewral cavities 
contained about 2 ml. of straw-colored ser- 
ous fluid, respectively. There were no ad- 
hesions in the pleural cavities. The pevi- 
cardial cavity was unremarkable. The heart 
weighed 60/44 gm.* and was essentially 
normal. The right lung weighed 140/64 
gm.* and the left 120/57 gm.* The pleural 
surfaces were smooth and glistening. The 
lungs were rather bulky, subcrepitant and 
showed a slightly increased consistency. Fo- 
cal areas of peripheral emphysema were 
noted. The lungs cut with ease to reveal in- 
creased redness alternating with areas of 
peripheral emphysema. No purulent exudate 
was produced on pressure. The tracheobron- 
chial tree showed a markedly congested, 
roughened mucosa. The larger branches of 
the pulmonary arteries were unremarkable. 
There was moderate enlargement of the re- 
gional lymph nodes. The spleen weighed 
30/28 gm. The malpighian corpuscles were 
quite prominent. The liver weighed 420/285 
gm. There was a slight yellowish tint to the 
parenchyma indicating a gross appearance 
compatible with fatty metamorphosis. The 
pancreas weighed 20 gm. and appeared es- 
sentially normal. The gastrointestinal tract 
was not remarkable except for moderate en- 
largement of the lymphoid tissue of the mu- 
cosa. The mesenteric lymph nodes were 
moderately enlarged. The adrenals together 
weighed 3 gm. and were unremarkable. Each 
kidney weighed 40/34 gm. They were mod- 
erately congested. The remainder of the 
genito-urinary tract was grossly normal. 
The brain was not examined. 


The tissues were fixed in 10% neutral 
formalin and stained routinely with Bul- 
lard’s hematoxylin and eosin. Sections of 
the lungs, spleen and lymph nodes were also 


*The first figure represents the weight recorded, the second 
figure is the expected weight for this age. 
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stained with Periodic Acid-Schiff Reaction 
stain, Phosphotungstic Acid Hematoxylin 
stain, Reticulin fiber stain and Lendrum’s 
stain for inclusion bodies. 


The buccal mucosa, tonsils, thymus, sali- 
vary glands, appendix and urinary bladder 
were not examined as tissue had not been 
saved for microscopic examination. 


Histopathology 


Only the pertinent changes will be de- 
scribed. 


The lungs were markedly congested and 
revealed multiple focal areas of hemorrhage. 
The alveolar septa were thickened and in- 
filtrated with numerous mononuclear cells. 
Hyaline membranes were noted on the sur- 
face of the alveolar ducts and alveolar septa. 
Many macrophages were present in the 
alveoli. The most striking histologic find- 
ing was the presence of numerous multinu- 
cleated giant cells. These cells were found 
most frequently in the alveoli, and possibly 
in the interstitial tissue, mainly in the vi- 
cinity of the bronchi and bronchioles. They 
were multiangular in shape, measuring from 
50 up to 100 microns in diameter and pro- 
vided with numerous (50 to 100) nuclei, the 
size of which was approximately 7 to 8 mi- 
crons in diameter. The nuclei were diffusely 
distributed throughout the eosinophilic cyto- 
plasm. Careful examination disclosed acido- 
philic, homogeneous staining round bodies, 
consistent with inclusion bodies, in the nu- 
clei as well as in the cytoplasm. The sizes 
of the bodies were fairly uniform, averag- 
ing 3 to 4 microns. The alveolar septal cells 
were generally hyperplastic and fusing in 
areas, as if they were forming multinucleat- 
ed giant cells. The above described giant 
cells were probably consistent with ‘“War- 
thin-Finkeldey’s giant cells.”” The bronchi 
and bronchioles were lined by squamous epi- 
thelium with definite keratinization. The 
bronchial walls were infiltrated with mono- 
nuclear cells. No multinucleated giant cells 
were noted in the bronchial mucosa. The 
pleura was not unusual except for focal 
areas of hemorrhage. Phosphotungstic acid 
hematoxylin staining revealed the “hyaline 
membranes” to be partially positive for this 
stain. The “inclusion bodies” were negative 
for P.A.S. stain and positive for Lendrum’s 
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Figure 1. Lung. Interstitial pneumonia with thick- 
ening of the alveolar septa due to infiltration with 
mononuclear cells and lymphocytes, hyaline mem- 
brane (right lower corner), and multinucleated mes- 
enchymal giant cells. Hemorrhage into the alveolar 
spaces is also present. H & E staining, 120X. 


stain. Some of the multinucleated giant cells 
were found to be definitely located in the 
interstitial tissue by a reticulin fiber stain 
(Fig. 1 and 2). 


The malpighian corpuscles of the spleen 
were moderately enlarged and accompanied 
by a slight reticulum cell hyperplasia. Mul- 
tinucleated giant cells were seen in the ma- 
jority of malpighian corpuscles. The giant 
cells were multi-angular and provided with 
numerous (at least more than 20) small, 
round to ovoid, hyperchromatic nuclei re- 
sembling those of lymphocytes. Intranu- 
clear inclusion bodies similar to those found 
in the lung were present in some of the 


Figure 2. Lung. Multinucleated mesenchyma: giant 
cells (Warthin-Finkeldey) with intranuclear inclusion 
bodies. Lendrum’s stain for inclusion bodies. 600X. 
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Figure 3. Spleen. Multinucleated mesenchymal 
giant cells in the periphery of malpighian corpuscles. 
H & E staining, 120X. 


giant cells. The red pulp was moderately 
congested. There was moderate hyperplasia 
of the sinus endothelial lining cells (Fig. 3). 


There was moderate hyperplasia of the 
lymphoid elements and reticulum cells. Many 
giant cells identical to those seen in the 
malpighian corpuscles of the spleen were 
distributed diffusely (Fig. 4). 


Innumerable small fat vacuoles were dif- 
fusely distributed in the liver cells. The 
portal triads were well preserved. No giant 
cells or inclusion bodies were noted. 

Pathologic Diagnosis 


1. Giant cell pneumonia, due to rubeola. 


2. Lymphoid hyperplasia, generalized, 





Figure 4. Lymph node (mesenteric). Multinuclear 
mesenchymal giant cells in the cortex. H & E stain- 
ing. 120X. 





with formation of Warthin-Finkeldey’s giant 
cells. 


3. Fatty metamorphosis of liver. 
4. Congestion of viscera. 
5. Gingival ulceration. 


6. Cardiac enlargement: left ventricular 
hypertrophy. 


Discussion 


A number of different interpretations 
have been suggested as to the nature of 
“Giant Cell Pneumonia (Hecht).” Accord- 
ing to the older concept,” “the giant cell was 
not specific for a particular infection but 
characteristic for chronic inflammation due 
to different etiologies which caused peribron- 
chial inflammatory infiltration.” The theory 
that giant cell pneumonia was due to the 
virus responsible for canine distemper had 
attracted pathologists for many years.’ Re- 
cent reports of giant cell pneumonia have at- 
tributed the cause to the distemper virus.** 
The old opinion that “any toxic stimulus 
plays a role to produce giant cells’ appears 
to be completely abandoned and even most 
conservative pathologists hold the opinion 
that “interstitial giant cell pneumonia and 
virus pneumonia of infants represent a 
single disease entity.’”* 


Recent publications by Sherman’ and 
Feyrter* present an attractive summary on 
the pathologic findings of measles. Accord- 
ing to Sherman, presence of giant cells of 
reticuloendothelial origin and those of epi- 
thelial origin with or without intranuclear 
inclusion bodies are pathognomonic for ru- 
beola. Feyrter described mesenchymal (reti- 
culoendothelial) giant cells in the lymphoid 
tissue of the throat, intestinal and respira- 
tory tract; lymph nodes, spleen, thymus, 
periportal tissue of the liver, and meninges 
before the outbreak of the rash and epithe- 
lial giant cells of various sites after the out- 
break of the rash. 


It is of interest to note several papers de- 
scribing the presence of typical Warthin- 
Finkeldey’s giant cells (mesenchymal or re- 
ticuloendothelial giant cells) in appendices 
resected under the false assumption of acute 
appendicitis during the prodromal stage of 
rubeola.’ 
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Experimental infection of rubeola in mon- 
keys by Taniguchi'’ succeeded in producing 
both typical Warthin-Finkeldey’s and epi- 
thelial giant cells. 


Our case demonstrated an exposure to pa- 
tients with rubeola 13 days prior to death. 
The incubation period of rubeola is approxi- 
mately 14 days if the appearance of the rash 
is selected as the time of onset.'' Our pa- 
tient probably died in the prodromal stage. 
Autopsy disclosed typical giant cell pneu- 
monia and generalized lymphoid hyperplasia 
with formation of Warthin-Finkeldey’s giant 
cells. We consider our case as showing typi- 
cal changes of rubeola. 


The presence of squamous metaplasia of 
the bronchial mucosa was interpreted to re- 
sult from chronic bronchitis as is evident by 
chronic history of cough. 


Summary 


The present paper deals with a 12 month 
old Negro male who expired as a result of 
a respiratory infection. 


Anatomically, giant cell pneumonia and 
generalized lymphoid hyperplasia with the 
formation of Warthin-Finkeldey’s giant cells 
were found. 


We consider the changes to be due to ru- 
beola. The conclusion is supported by the 
clinical history as well as the histologic find- 
ings. 
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Chronic Emphysema and Corpulmonale 


With Perforation of Duodenal 


Proceedings of a weekly conference sponsored by 
the Medical and Surgical Services, VA Hospital and 
the Departments of Medicine and Surgery, Univer- 
sity of Oklahoma School of Medicine. 


Doctor Ginn: The patient, a 62-year-old, 
white, retired lumberman, was admitted to 
the hospital on December 27, 1958. His chief 
complaint was severe abdominal pain that 
started approximately 18 hours prior to ad- 
mission. 


He gave a history of progressive dyspnea 
since 1949. In 1956 he had developed ankle 
edema and three weeks later was admitted 
to this hospital for the first time. In 1956 
he complained mainly of dyspnea on exer- 
tion. He was digitalized, given potassium 
iodide and bronchodilators. His electrocar- 
diogram was normal. In November, 1956 
he was readmitted for the second time fol- 
lowing an episode of severe dyspnea. He was 


*Professor of Physiology and Director of the Cardiovascular 
Institute, University of California School of Medicine, San 
Francisco, California. 
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treated with antibiotics and bronchodilators. 
A pneumoperitoneum was created without 
benefit. In January of 1957 the patient was 
admitted to this hospital for the third time. 
He was extremely dyspneic, cyanotic and 
also was intoxicated. Shortly thereafter, he 
developed delerium tremens and was treat- 
ed for this with magnesium sulfate. From 
1957 until 1958 his dyspnea gradually in- 
creased in severity. He was maintained on 
digitalis and was given frequent injections 
of mercuhydrin by his local doctor. 


An exploratory laparotomy was performed 
at the time of his present admission and a 
perforated duodenal ulcer was found. He 
responded fairly well postoperatively but 
during the next two weeks developed marked 
pedal edema and his dyspnea became more 
pronounced. On October 1, 1958, he went 
home for several days but on the 22nd he 
returned to the hospital semi-conscious, 
cyanotic and with marked edema of the 
lower half of the body. 
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Figure 1 


His temperature was 102°F. and his pulse 
was 108 per minute. His blood pressure 
was 124 mm. Hg systolic and 60 diastolic. 
He appeared undernourished, extremely 
cyanotic and markedly edematous. The neck 
veins were distended. The chest was hyper- 
resonant and there was a marked increase 
in the anterior-posterior diameter. The 
breath sounds were very distant. Diaphrag- 
matic excursions were decreased and there 
were rales and expiratory wheezes over both 
lung fields. Due to his severe respiratory 
distress and his inability to handle his bron- 
chial secretions, a tracheostomy was per- 
formed. Following this he responded well 
to digitalization and the administration of 
diuretics. His bronchial secretions gradual- 
ly decreased. 


Doctor Ridings: The first film is dated 
April 26, 1956 (Figure 1). Marked pul- 
monary emphysema is evident particularly 
in the upper lobes on both sides. Some bul- 
lae are present. The pulmonary vessels are 
quite large. There is some prominence of 
the right ventricular outflow tract indicat- 
ing right ventricular hypertrophy. On the 
next examination performed on January 19, 
1957, free air is noted under the diaphragm. 
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There are mottled densities in both lung 
bases which are fairly suggestive of inflam- 
matory disease. 


Doctor Hammarsten: One of the inter- 
esting facets of the problem presented by 
this patient is the fact that whereas he has 
had arterial oxygen unsaturation for at least 
two years, his hemoglobin is only 15.5 and 
his hematocrit 52% (Table 2). In other 
words, he has not developed polycythemia 
as one would expect with his degree of hy- 
poxia (Table 1). We have been interested 
in finding out why people with pulmonary 
emphysema do not respond as anticipated 
to hypoxia. In normal individuals living at 
various altitudes one can predict the rise in 
hemoglobin according to the degrees of hy- 
poxia.' We found that in the patients with 
emphysema there was no predictable poly- 
cythemic response in relation to the degree 
of hypoxia.’ Characteristically there was an 
increase in red cell size. Furthermore, the 
absence of polycythemia could not be at- 
tributed to an increased plasma volume in 
these patients since our study showed that 
their plasma volumes were normal. The pa- 
tients with pulmonary emphysema were not 
destroying their red blood cells at a more 
rapid rate than normal patients. Ferro- 
kinetic studies yielded normal results. It 
has been postulated that patients with pul- 
monary emphysema do not regularly have 
polycythemia because they are unable to 
produce the erythropoietic factor. We 
studied this facet of the problem in a group 
of five patients who all had severe hypoxia 
with normal hemoglobin concentrations. 
Using a standard technique the plasma from 
these patients was prepared to concentrate 
the erythropoietic factor. The preparation 
was injected into rats in which the hemo- 
globin, hematocrit and red cell response was 
measured. All of these rats developed an in- 
crease in hemoglobin in contrast to the rats 
given saline or normal plasma who did not. 
Thus it would appear that patients with 
pulmonary emphysema are able to produce 
a normal or increased amount of this so- 
called erythropoietic factor.* 


Doctor Honska: I would like to make a 
few comments about the relationship of em- 
physema and peptic ulcer as observed in 
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TABLE 1 








Pulmonary Function Tests 4-30-56 11-15-56 1-6-59 Predicted 
Arterial O. Saturation-Room Air 92% 86% 82% 92-102% 
-100% O: 96.5% 92% 96% 96-105 % 

Tidal Volume .62L 51L .68L SL 
Frequency 19/min 26/min 19/min 14/min 
Minute Volume 11.8L 13.2L 12.9L 6.0L 
Inspiratory Capacity 1.55L 1.78L 1.3L 3.6L 
Expiratory Reserve Volume 1.3L 1.0L 42L 1.2L 
Vital Capacity 2.71L 2.90L 1.72L 3.89L 

1 Sec 35% 29% 35% 

2 Sec 53% 46% 52% 

3 Sec 63% 57% 67% 
Mean Breathing Capacity 30L/min 32.2L/min 22.2L/min 121.9L 








this hospital. Doctor Welsh and I reviewed 
104 cases of pulmonary emphysema. Of 
these we found that 45 patients or 40% of 
these, had a history suggesting peptic ulcer. 
Of these 45 patients, 18 eventually were 
proven to have ulcer craters. In 13 cases 
the ulcer was duodenal, and gastric in five 
others. Seven of the patients had histories 
of severe bleeding. One of them had per- 


forated an ulcer in the past. One gathers 


cidence of signs or symptoms of peptic ulcer 
in patients with pulmonary emphysema, and 
of these, 19% are eventually proven to have 
ulcers.‘ The reason for this relationship has 
not been elucidated but it is possible that 
an increased CO. tension may increase gas- 
tric acidity. 


Doctor Comroe: I will attempt to discuss 
the diagram (Figure 2) which obviously is 
trying to explain the relationship between 





from the literature that there is a 39% in- peptic ulcer and emphysema. I will start 
TABLE 2 
LABORATORY DATA 
Hosp. Day 1 3 7 9 10 12 13 
Date 1-22 1-24 1-28 1-30 1-31 2-2 2-3 
Na MEq./L. 143 131 128 131 132 137 135 
K MEq./L. 4.6 4.1 3.0 3.4 4.0 4.3 3.9 
CO. MEq./L. 36 34 33 34 25 24 25 
Cl MEq./L. 94 88 90 88 76 96 94 
Hgb 17.6 15.6 15.5 
Hematocrit 57% 53% 52% 
WBC 14,650 11,400 4,500 
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TENSION & EMOTIONAL STRESS 


SMOKING 


PEPTIC ULCER 
BRONCHIAL & ALVEOLAR IRRITATION 


EMPHYSEMA BRONCHOGENIC CARCINOMA 











Figure 2 


off by saying I do not know the cause of 
emphysema. I think that anyone interested 
in the care of these patients has a differ- 
ent concept of the etiology of the condition. 
I have seen patients who had a history of 
excellent health until the onset of what was 
diagnosed as virus pneumonia. Virus pneu- 
monia is defined as something acutely wrong 
with the lung and which does not respond 
to antibiotics. These individuals that I have 
seen were found to be short of breath at the 
termination of their acute illness. They had 
clinical evidence of pulmonary insufficiency 
and function tests that showed considerable 
lung destruction. If these individuals were 
really normal before the so-called virus 
pneumonia and following this acute infec- 
tion had severe lung destruction, we must 
revise our ideas about what pneumonia does 
to the lung. 


Another valid observation is that as peo- 
ple get older there are changes that take 
place in all the tissues of the body and the 
lung in particular. There is no doubt that 
the vital capacity decreases with age in 
healthy individuals and it starts to decrease 
in the late 30’s and by about the mid 40’s 
or mid 50’s a very appreciable decrease in 
vital capacity has occurred. The total ca- 
pacity of the lung does not change. As a 
result of changes brought about by age, the 
lung loses its elasticity, it enlarges and be- 
comes slightly emphysematous. If overin- 
flation of the lung can occur with advancing 
age, one wonders about what happens to 
tissues in the remainder of the body. If elas- 
tic tissues in the lung change, it is entirely 
possible that elastic tissues in other areas 
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of the body such as the stomach also under- 
go change. 


In the diagram, smoking is listed as a fac- 
tor being involved both in peptic ulcer and 
in emphysema. I think we are now starting 
to have some idea of what smoking does to 
the lung. I don’t think that smoking is a 
cause of lung cancer, but there are good 
statistics to show that heavy smokers are 
more susceptible to the development of lung 
carcinoma than nonsmokers. I do think that 
many other types of irritants that can be 
inhaled, such as smoke and smog, can ac- 
celerate the growth of new tissues in the 
lung if there is a focus of new growth to be- 
gin with. On the other hand, I believe that 
there is very little evidence to show that 
smoking has any etiologic effect on other 
pulmonary disease although it is possible 
that smoking may be an aggravating factor 
in chronic disease by its irritating effect 
on the bronchi. I repeat that I don’t think 
that it is a causative effect. The relation- 
ship of smoking to peptic ulcer is also ob- 
scure. Unfortunately, our knowledge of the 
effects of nicotine are rather uncertain. We 
have studied this problem in the laboratory 
and we found that nicotine in extremely 
small doses has a stimulatory effect on the 
chemoreceptors in the carotid body, resulting 
in vasoconstriction and a slight rise in blood 
pressure. Larger doses resulted in stimula- 
tion of the sympathetic ganglia and then 
slightly higher doses resulted in parasym- 
pathetic stimulation. Whether this could re- 
sult in increase of gastric secretion or not, 
is not known. As far as the relationship be- 
tween emphysema and peptic ulcer is con- 
cerned, the CO, excess has been invoked. It 
has been suggested that the respiratory aci- 
dosis produced by an excess of CO. could 
lead to increased parasympathetic activity. 
This is so, because according to the data of 
Doctor Gesell, the activity of cholinesterase 
is depressed in an acid medium. This leads 
to less destruction of acetylcholine and 
thereby a state of increased parasympathetic 
activity. However, these data were in media 
in which the acidity was very high, around 
4, 5 or 6. Now patients with emphysema 
rarely have a pH that goes below 7.2 or 7.3. 
This pH is acid but not extremely acid and 
I don’t know whether or not Doctor Gesell’s 
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findings would apply with such relatively 
small changes in pH. Also, we know that 
patients with CO. excess and respiratory 
acidosis secrete a maximally acid urine in 
their tubules. We don’t know, on the other 
hand, what happens to the gastric secretion 
at the same time. If the kidney responds by 
secreting more acid, it is conceivable that 
the stomach may respond in the same man- 
ner. Therefore, it would be interesting to 
study the acidity of the gastric juices in pa- 
tients with emphysema. 


I have also been asked to comment on the 
matter of polycythemia. The data present- 
ed here agree with ours in that we've al- 
ways had the impression that our patients 
with pulmonary emphysema did not have an 
increased hematocrit. On the other hand, 
Cournand in New York found that his pa- 
tients with chronic lung disease had in- 
creased hematocrit and he has recommend- 
ed phlebotomy in order to reduce the blood 
viscosity. However, the data here agree 
with ours. I always liked the explanation 
for this phenomenon that patients with 
chronic emphysema had a chronic low grade 
pulmonary infection and that this chronic 
infection was depressing the bone marrow, 
thus explaining the lack of polycythemic re- 
sponse. The data presented do not support 
that concept. I think also one has to con- 
sider the age factor. Patients with chronic 
pulmonary emphysema are usually in the 
older age group and it is possible that the 
total bone marrow response is not as good 
in the older patient as it is in the younger 
patient. 


I would like to change the subject now 
and raise the question of tracheostomy. May 
I ask why a tracheostomy was performed 
on this patient? 


A. He was having extreme respiratory 
difficulty and could not raise his secretions. 
Also it was felt that tracheostomy would de- 
crease his “dead air space” and would there- 
by facilitate air exchange. 


Doctor Comroe: This is an important 
point to remember in treating these patients. 
The way a normal individual gets rid of 
his bronchial secretions is by taking a breath 
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of air in, the air goes past the mucus to the 
alveoli, then the air is blown out at high 
velocity. Whether or not the secretions are 
going to be raised or not depends upon the 
velocity of this expiration. Individuals with 
chronic emphysema cannot blow with a 
great velocity. One test, of course, that one 
can use for a patient with emphysema, is to 
see whether or not he can blow out a lighted 
candle. Therefore, a tracheostomy has to be 
done occasionally in emphysematous pa- 
tients because they are not capable of han- 
dling their bronchial secretions. A trache- 
ostomy also can help by decreasing the dead 
space. 


Q. We have recently had good results in 
two patients using the respirator during the 
acute phase of emphysema. Would you com- 
ment on the use of the respirator in the 
treatment of emphysema? 


Doctor Comroe: When an emphysema- 
tous patient dies, there are two causes re- 
sponsible for his death. Either he has right 
heart failure because the capillary bed is 
so encroached upon that there is a tremend- 
ous resistance to blood flow through the 
lung, or he dies because of ventilatory in- 
sufficiency; that is to say, he cannot get 
enough air in and out of his lungs. The 
latter cause of death is really paradoxical. 
When the heart works against resistance, it 
hypertrophies long before it fails. On the 
other hand, although the respiratory muscles 
work for a long time against increased re- 
sistance, they do not hypertrophy but be- 
come, on the contrary, atrophied, and then 
suddenly fail. When these respiratory mus- 
cles fail, automatic machines become useful. 
The use of the automatic respirator in the 
patient with emphysema is not as simple as 
it is, for instance, in a patient with polio- 
myelitis or brain injury. These patients are 
not breathing at all, so all one has to do is 
put them into the respirator and then ad- 
just the respirator to the desired rate. On 
the other hand, in the patient with emphy- 
sema, it is quite possible that the patient 
may be breathing five liters a minute on his 
own before being placed in the respirator 
and then be breathing three liters a minute 
in the respirator even though the latter is 
working at full capacity. This is due to the 
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fact that the patient may not be in phase 
with the respirator and one can in this fash- 
ion get into severe difficulties. One has to 
stand by and see to it that the patient’s 
breathing is synchronized with the respira- 
tor. Sometimes the best results are obtained 
by having an anesthesiologist ventilating the 
patient manually and it is possible to save a 
patient by breathing for him for 12 or 24 
hours until antibiotics or some other therapy 
can become effective. 


Q. Doctor Comroe, would you comment 
briefly on the use of adrenal steroids in the 
treatment of patients with severe pulmonary 
emphysema? 


Doctor Comroe: The pathologic anatomy 
in the patient with pulmonary emphysema 
essentially can be defined as a more or less 
complete loss of structural tissue in the 
bronchioles. In our cardiovascular research 
laboratory, dissections of emphysematous 
lungs have been carried out and in the em- 
physematous patient, the bronchi, instead of 
being semi-rigid tubes as they are in normal 
lungs, have the consistency of tissue paper. 
It is easily understood how these bronchi 
are dilated as air goes in but collapse upon 
expiration. I can’t see how steroids could 
help in any way in the patient with such 
structural abnormalities of the bronchial 
tree. On the other hand, they may help 
when there is an infectious or allergic com- 
ponent. 


Q. Would you comment on the use of the 
pneumoperitoneum in the treatment of em- 
physema? 


Doctor Comroe: I have no personal ex- 
perience with therapeutic pneumoperiton- 
eum. The rationale for this is, of course, 
that in the emphysematous patient the dia- 
phragm is flattened out and therefore can 
no longer move downward on inspiration. 
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Therefore, if one pushes the diaphragm up 
by placing air in the abdomen, the dia- 
phragm can move down again on inspiration. 
My only objection to this approach is that 
by placing air in the peritoneal cavity, the 
diaphragm has to work against more pres- 
sure than it did before the air was in. On 
the other hand, if the diaphragm is utterly 
useless by its extremely low position and 
paradoxical breathing is present, pneumo- 
peritoneum can be useful by pushing the 
diaphragm up into a more normal position. 
Before I would do a pneumonperitoneum, I 
would place an abdominal binder on the pa- 
tient so as to push the diaphragm up. If this 
gave the patient some improvement, I would 
then consider pneumoperitoneum. There are 
now mechanical devices being made that 
cycle with the patient’s respiration and place 
pressure on the abdomen only during ex- 
piration. These are not yet on the market, 
as far as I know. I shall terminate by say- 
ing that the problem in emphysema is to do 
whatever one can by whatever means one 
has to keep the patient from losing what 
lung tissue he has left. 
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ABSTRACTS 


The Achromatic Spindle and Telophase 
Nuclei as Indicators of 
Protoplasmic Poisoning 


E. W. E. MACFARLANE* and A. A. KATZBERG** 
Growth, 22: 181-188, 1958 


After a short exposure to phenyl mercuric hydroxide 
the early telophase nuclei showed a decreased length 
of the achromatic spindle. Similar effects were pro- 
duced by other organic mercurials as well as NCH, 
NaF;, Mg.SO,, and phenyl urethane. These criteria 
might be useful diagnostic aids for the detection of 
early protoplasmic poisoning in various cytological in- 
vestigations. 

*“Department of Obstetrics and Gynecology, University of 


Michigan, Ann Arbor. 
**Assistant Professor of Anatomy. 


Alterations of Protein, Lipid, and 
Polysaccharide Composition of Canine 
Aortas Induced by Allylamine, 
Gonadal Steroids and Castration 


L. N. NORCIA,* I. E. GONZALEZ,** M. R. SHET- 


LAR,*** JO ANN PETER,**** and R. H. FUR- 
MAN#**##% 





The American Journal of Physiology, 195: 759-768, De- 
cember, 1958 


The aortic concentration of cholesterol, phospholipid, 
alkali-soluble nitrogen and polysaccharides decreased 
from arch to trifurcation in normal, allylamine-treat- 
ed, and steroid-treated castrate dogs; total and alkali- 
insoluble nitrogen increased. These concentration 
gradients did not correlate with tissue cell counts or 
potassium levels. Aortic cholesterol increased sig- 
nificantly with age in males but not females. Acetal 
phosphatide was clearly demonstrated histochemically 
and its concentration followed the lipid phosphorus 
gradient. It was noted in juxtaposition to elastic 
fibers. Other lipids were mostly intracellular. Higher 
concentrations of cholesterol and alkali-soluble nitrogen 
existed in the aortas of allylamine-treated dogs and 
steroid-treated castrate dogs. In addition, slight in- 
creases in hexosamine and slight decreases in gly- 
cogen were shown in the aortas of allylamine-treated 
animals. An accumulation of periodic-acid-Schiff posi- 
tive material other than glycogen was noted at the 
site of allylamine-induced injury. Allylamine admin- 
istration increased serum glycoprotein and seromu- 
coid. 

*Assistant Professor of Research Biochemistry. 

**Medical Student and Research Fellow at the time of this 
entitle Professor of Biochemistry. 


****Research Assistant. 
****Associate Professor of Research Medicine. 
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Response of the Blood Glucose to 
Glucocorticoids in Man: Determination 
Of the Hyperglycemic 

Potencies of Glucocorticoids 


KELLY M. WEST.* 
Diabetes, 8: 22-28, 1959 


Although the fasting blood glucose in man is not as 
responsive to the administration of glucocorticoids 
as is the blood glucose in the course of the intra- 
venous glucose tolerance test, small elevations in 
fasting blood glucose were consistently produced un- 
der certain conditions by a single dose of glucocorti- 
coid. The magnitude of the hyperglycema was vari- 
able from subject to subject but in each subject the 
magnitude of response produced by a single dose 
correlated well with the potency of the dose admin- 
istered at certain levels of dosage. 

Evidence is presented suggesting that the peak of 
hyperglycemic action of hydrocortisone occurs about 
six to eight hours after a dose is administered orally 
at a time when the peak of eosinopenic action has 
passed. 

A simple method of determining the hyperglycemic 
potency of a glucocorticoid is described. 

*Staff physician, Veterans Administration Hospital, and In- 


structor in Medicine, University of Oklahoma School of Medi- 
cine, Oklahoma City, Oklahoma. 


The Area of the Dermo-Epidermal 
Junction in Human Skin 


ALLAN A. KATZBERG* 
Anatomical Record, 131: 717-726, August, 1958. 


The area of the dermo-epidermal junction of human 
skin obtained from abdominal regions was found to 
decrease with age. The arithmetic mean values 
computed for the age groups 0-20, 21-40, 41-60, 61-80, 
and 81-100 years were 2.75, 2.64, 2.15, 1.90, and 1.16 
mm? per square millimeter of external body surface 
area. 


This decrease of area is due to the gradual oblit- 
eration of the rete pattern of the undersurface of the 
epidermis, which in turn is believed to be brought 
about by the collapse and resorption of the connective 
tissue of the dermal papillae as the involution of 
vascular structures precipitates metabolic deficiencies 
in the dermis. 


Sex does not appear to influence age changes of 
the junction area. However, the limited reduction 
during the first four decades does indicate a hormonal 
effect on the maintenance of the surface area. 


*Assistant Professor of Anatomy. 
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FACULTY NEWS 





Three Appointments for Medical Center 





PRICE 


Recent appointments to the University 
of Oklahoma School of Medicine include 
Richard Brooke Price, M.D., clinical assist- 
ant in radiology; Pearl Davidowitz Fisher, 
Ph.D., research associate in preventive med- 
icine and public health; and James A. Cox, 
M.D., Clinical Assistant in Psychitary. 


A 1951 graduate of the OU School of 
Medicine, Doctor Price interned at Herr- 
mann Hospital, Houston, Texas. He took 
residency training at the University of Iowa 
Hospital from 1952 to 1953 and from 1955 
to 1957, serving one year as an instructor 
on the Department of Radiology faculty at 
Iowa. He has been certified by the Ameri- 
can Board of Radiology. 


Doctor Fisher, a graduate of Brooklyn 
College, studied bacteriology and mathe- 
matics at Brooklyn College Graduate School 
and subsequently received her M.S. in bio- 
statistics at Columbia University School of 


FISHER 





Public Health in 1951. 


She was a graduate laboratory assistant 
in the Department of Preventive Medicine 
and Public health from 1954 to 1958, at 
which time she was awarded her Ph.D. 


Her research activity has included studies 
of oral immunization against typhoid, im- 
munological procedures in brucellosis, life 
cycle studies on the house pin worm. 


Doctor Cox was the first psychiatrist to 
complete residency training at the Univer- 
sity of Oklahoma hospitals after the psychi- 
atric residency program was established at 
the Center. 


A 1944 graduate of Meharry Medical Col- 
lege, Nashville, he interned at Kansas City 
General Hospital and had additional train- 
ing in the U.S. Army Medical Field Service 
School, Fort Sam Houston, Texas, with sub- 
sequent service in Korea and Japan. 


AREA CARDIOVASCULAR GRANT to the Medical Center has 
been renewed for the current year in the amount of $26,620. The federal 
funds (Department of Health, Education and Welfare) are administered 
by a center-wide committee headed by Doctor Robert Furman, OMRF 
heart section chief, and are used primarily to help promising young in- 


vestigators . . 


. Doctor Furman says application forms are available in 


his office and may be submitted at any time for committee consideration. 
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Underweight Children Gain and Retain Weight 
with Nilevar’ 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 
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after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown,S.S.; Libo,H.W., and Nussbaum, A.H.: Norethandrolone 
in the Successful Management of Anorexia and ‘‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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PRESIDENT’S LETTER 





As individual doctors, we should be very careful in our use of the 



















written or spoken word, especially where the expression of our thinking 
could be interpreted as being the official policy of the Association. Of- 
ficial expression must represent the majority opinion of the membership 
of the Association, as stated through the House of Delegates and by the 
Council. This should apply to all officers, as well as members of the 
Association. What the individual feels, thinks and expresses is his own 
business, but it should be labeled as personal opinion so that it will not 


be construed as official statements of policy. 


The reason for mentioning this is that we have troublesome times 
ahead of us. The problems to be met and solved are problems involving 
a number of factors, and will result in a number of possible solutions, 


and in the expression of a great number of opinions. 


There is no rhyme or reason for presenting, in this manner, to our 


detractors, ammunition for their sniping. 


ALFRED T. BAKER, M.D. 
President 
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“ Special Article 


Recent Advances and Objectives of 





THE NURSING HOME 


ALTHOUGH it is relatively new in the 
American way of life, the Nursing Home is 
rapidly becoming recognized as a basic com- 
ponent in the realm of patient care facilities. 
It is an outgrowth of changes in the complex 
economic, medical and social structure of 
our society. 


Because it is a new type of facility that 
has developed so swiftly by popular demand, 


This article represents a factual re- 
— port concerning nursing homes and their 
_ problems. The Nursing Home Sub- 
: Committee of the Health Care of the 
_ Aged Committee is now evaluating the 
nursing home needs of the state in the 
light of making recommendations for 
— improvement. 


comparatively little effort has been directed 
toward an understanding and the develop- 
ment of philosophies as to its realistic needs, 
the organizational structure, relationship to 
aging, its relationship to medical care, and 
to other types of facilities providing care for 
the aged, the chronic and convalescent. The 
impact of the problem was clearly set forth 
in a recent report issued by the Division of 
Special Health Services, Department of 
Health, Education and Welfare, as follows: 


*Head of the Hospital Division, Oklahoma State Health De- 
partment. 
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PAUL A. SNELSON* 
Consultant, Health Care 
of the Aged Committee 


1. “It is estimated that there are 
about 25,000 Nursing Homes in the 
United States. They contain 450,000 
beds; 180,000 of these beds are in what 
are called ‘Skilled Nursing Homes’; 80,- 
000 more beds are in homes that provide 
some degree of skilled nursing care. 


2. “The control of inspection, the 
achievement of higher standards of liv- 
ing and the provision of better medical 
and hospital care, contribute to greater 
longevity and the growth of the popu- 
lation of older citizens. This has been 
demonstrated by the fact that since 
1900, the number of persons reaching 
the age of 65, has quadrupled. 


3. “The average age of persons liv- 
ing in Nursing Homes is 80 years. Two- 
thirds of them are over 75; two-thirds 
of them are women. Less than one-half 
of them can walk alone; more than half 
have periods in which they are disori- 
entated; about one-half are incontinent; 
and two-thirds have some type of cir- 
culatory disorder. 


4. “The National survey shows that 
91% of the Nursing Homes are private- 
ly owned; only 3% are publicly owned. 
Private Nursing Homes generally are 
smaller, averaging about 18 beds in size, 
while the publicly owned homes average 
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about 69 beds. However, 71% of all 
nursing home beds are found in pri- 
vately owned facilities; 15‘~ in public- 
ly owned facilities; and the remaining 
14%, in voluntary, sectarian and fra- 
ternal type homes. 


5. “Every State and Territory con- 
ducts an official Nursing Home Licen- 
sing Program, with the exception of 
Puerto Rico. As distinguished from 
Nursing Homes, all have a Licensing 
Program for facilities offering custo- 
dial care for the aged, except the State 
of Nevada and Puerto Rico. In 43 
States, the State Health Departments 
have the responsibility for the mainte- 
nance of standards for Nursing Homes 
and related facilities. In six States and 
Territories, this responsibility has been 
delegated to the State Welfare Depart- 
ments.” 


Since Oklahoma is, in many respects, an 
average State, it may be assumed that the 
program is reasonably proportionate to that 
of the National picture. However, it does 
differ in the ratio number of homes and 
beds. As of today, there are 378 licensed 
Nursing Homes having 6,378 beds, and 142 
rest homes, or homes for the aged, having 
1,102 beds. Also, the average number of 
beds per privately owned Home, is 13 beds, 
as compared with 18 beds Nationally. This, 
in itself, is not too significant, but does in- 
dicate some variance among the States. 


There are a few conditions which are com- 
mon to all States: 


1. The Nursing Home as a health fa- 
cility is a relatively new industry. 


2. Demand and utilization has in- 
creased with unpredicted rapid pace 
within the past 15 years. 


3. The basic problems of conducting 
a licensing program are similar and 
confront all licensing agencies. While 
considerable progress in raising the 
standards of care has been made within 
the past ten years, there is still a chal- 
lenge to be met. In this regard, it is our 
belief that licensure status, on the whole, 
is no better nor any worse in Oklahoma 
than in the majority of other States. 
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Role of the Nursing Home 


What is the role of the Nursing Home in 
the care of the chronically ill, the infirm, or 
convalescent ? 


There is a growing trend in the concept of 
total care embracing an integration of serv- 
ices and facilities. This plan brings together 
in a cooperative working relationship, skilled 
care in the home of the individual, visiting 
nurse services, the rest home, nursing home, 
chronic disease hospital, diagnostic and 
treatment centers, out-patient departments, 
clinics, general, mental and tuberculosis hos- 
pitals, rehabilitation centers, and _ public 
health facilities. 


With another reference to published in- 
formation, it is believed that the stated poli- 
cies, in part, of the Commission on Chronic 
Illness, in a report dated November, 1954, 
relative to care of the long-term patient, 
charts the course for future action in this 
regard. 


This Commission, whose work is now com- 
pleted, was a temporary National agency 
founded jointly by the American Hospital 
Association, the American Medical Associa- 
tion, and the American Public Welfare As- 
sociation, and the American Public Health 
Association. 


1. “Care of the Chronically ill is in- 
separable from general medical care—. 


2. “Care and prevention are insep- 
arable; the basic approach to chronic 
disease must be preventive, and pre- 
vention is inherent in adequate care of 
long-term patients. 


3. “Adequate care — requires ar- 
rangements which promote frequent 
evaluation of patient needs and an easy 
flow back and forth among home, hos- 
pital and related institutions. 


4. “Coordination and integration of 
services and facilities are so valuable 
in promoting good care for the chronic- 
ally ill that all who are concerned with 
the long-term patient have an obliga- 
tion to support and further arrange- 
ments to this end.” 


This lengthy report goes on to outline 
recommendations for the care of patients at 
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home, the Nursing Home, institutions, and 
general, chronic disease and mental hos- 
pitals. 


In summing up the section on Nursing 
Homes, the Commission recognized that 
Nursing Homes and related institutions are 
essential for some phases of long-term ill- 
ness, but that many of these facilities must 
yet equip themselves to provide safe and 
adequate care and become properly aligned 
with other community resources serving the 
chronically ill. In addition, the Commis- 
sion endorsed and commended the Nursing 
Home Standards recommended by the Na- 
tional Social Welfare Assembly’s Commit- 
tee on Aging, in 1953, and the suggested 
procedures for establishing and maintaining 
them through an official licensing agency. 


The current minimum licensure standards 
for rest homes, Nursing homes and related 
institutions adopted by the Oklahoma State 
Board of Health, are in close agreement with 
those suggested standards. However, since 
no progressive program can remain static 
and still achieve desirable objectives, these 
state standards need re-evaluation to de- 
termine their practicality and effectiveness. 


The licensure program is authorized by 
the 1953 Licensing Act for Rest Homes, 
Nursing Homes and Related Institutions. 
The State Commissioner of Health was des- 
ignated as the responsible officer for ad- 
ministering the Act. As is customary with 
most public health legislation, the Commis- 
sioner of Health and the State Board of 
Health have the legal authority to promul- 
gate rules and regulations for the conduct 
of the program. 


It should be of especial interest at this 
point to mention that there is a very good 
State Nursing Home Association and Na- 
tional Nursing Home Association. Both are 
quite active and it should be reassuring to 
know that both groups have adopted a policy 
which promotes high standards of care and 
idealistic objectives. 


In the development of standards it must 
be kept in mind that Nursing Homes are 
peculiar types of health facilities, primarily 
serving a dual role of providing some de- 
gree of skilled nursing care and to provide 
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a homelike atmosphere for most of the pa- 
tients or residents. It is difficult, there- 
fore, to equate essential standards relating 
to patient care for those in need of nursing 
care and adequate standards that would ap- 
ply to the safety, comfort and convenience 
of those not requiring such care. Neverthe- 
less, a sound set of standards must be based 
on three basic spheres, fire and safety, en- 
vironmental sanitation, and direct patient 
or personal care. 


The licensing agency has three major ac- 
tivities to perform: (1) educational, (2) en- 
forcement, and (3) coordinating the various 
aspects associated with care of the aged. 


Standards themselves may be broken down 
into the two major categories of desirable 
goals and minimum mandatory require- 
ments. 


Setting up high ideals should be encour- 
aged through educational processes, while 
only minimum licensure requirements should 
be subjected to enforcement methods. 


Obviously it would be impractical, if not 
impossible, to devise a comprehensive set of 
standards to cover all known and unfore- 
seen deficiencies that would apply equally 
to all facilities whose size, type and charac- 
ter vary so greatly. We cannot expect that 
everybody will wear a size seven hat, or size 
eight shoes. It is the opinion of the State 
Agency, therefore, that the basic manda- 
tory requirements should be clear, concise, 
and as brief as possible and still be consis- 
tent with the desired objective of providing 
a clean, safe and comfortable home, with 
adequate nursing care, for those in need of 
such services, and unable to care for them- 
selves. 


During the relatively few years of licen- 
sing activities, the approach to the prob- 
lem has become clarified. 


1. Licensure standards should be 
basic in character. They must be a prac- 
tical tool designed for the specific pur- 
pose of maintaining some degree of uni- 
formity, and yet flexible enough to per- 
mit conformity. 


2. Desirable goals exceeding licen- 


(Continued on Page 353) 
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Atlantic City to Host 
A.M.A. Annual Meeting 


Some 15,000 physicians will gather in At- 
lantic City, N. J., next June 8-12 for the 
108th annual meeting of the American Med- 
ical Association. 

Besides physicians, the meeting will be 
attended by residents, interns, nurses, tech- 
nicians, students, and physicians’ wives and 
members of their families. 

The five-day convention—the largest med- 
ical meeting in the world—is being held in 
Atlantic City for the 16th time. The first 
meeting was held there in 1900. 


Doctors will have the opportunity to catch 
up on hundreds of aspects of a rapidly-chang- 
ing medical world. This information will be 
presented in the form of scientific exhibits, 
lectures, motion pictures, panel discussions, 
televised surgical procedures, and industrial 
exhibits. 

New medical research findings and meth- 
ods of handling daily medical problems will 
be reported by 500 physicians in scientific 
papers or participation in symposium and 
discussion groups. 


There will be over 300 scientific exhibits 
and a similar number of industrial exhibits 
on display at the famed Convention Hall. 
The latter group will be exhibited by phar- 
maceutical houses, medical equipment firms, 
and other manufacturers. 


The House of Delegates will meet through- 
out the week in the Traymore Hotel, head- 
quarters for the meeting. The 20 scientific 
sections of the A.M.A. and five government 
medical services will also be represented in 
the House. 

First order of business for the House will 
be the selection of a physician to receive one 
of medicine’s highest honors — the Distin- 
tinguished Service Award. He will be se- 
lected from three persons, whose names are 
submitted by the Board of Trustees. Nomi- 
nees are screened by the Board from names 
submitted by the general membership. 

The opening session will be addressed by 
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Doctor Gunnar Gundersen, La Cross, Wis., 
outgoing president, and his successor, Doc- 
tor Louis M. Orr, Orlando, Fla. 

A president-elect to serve one year and 
be inaugurated as president in 1960 will be 
elected during the meeting. 

For the fourth year, high school students 
who have won special A.M.A. awards in the 
National Science Fair will show their prize- 
winning work at the scientific exhibit. 

The annual film program will be high- 
lighted by the presentation of 60 medical 
motion pictures. 

The Woman’s Auxiliary to the A.M.A. 
will hold its meeting Tuesday through Thurs- 
day. Representatives of the 75,000 mem- 
bers—all doctors’ wives—will discuss their 
program in sessions at the Chalfonte-Had- 
don Hall. 

Other sidelights of the meeting will be 
the special art exhibits including that of the 
American Physician’s Art Association, and 
the 48rd annual American Medical Golfing 
Association tournament. 


For advance hotel and meeting registra- 
tion information, contact the Convention 
Services Department, American Medical As- 
sociation, 535 North Dearborn Street, Chi- 
cago 10, Illinois. 


Examinations Scheduled by 
American Board OB and Gyn 


Applications for certification by the 
American Board of Obstetrics and Gyne- 
cology, new and reopened, Part I, and re- 
quests for re-examination Part II are now 
being accepted. All candidates are urged to 
make such application at the earliest pos- 
sible date. Deadline date for receipt of ap- 
plications is August 1, 1959. No applications 
will be accepted after that date. 

Application fee ($35.00), photographs, 
and lists of hospital admissions must ac- 
company all applications. Inquiries should 
be directed to Robert L. Faulkner, M.D., 
2105. Adelbert Road, Cleveland 6, Ohio. 
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How Keogh Bill Will 
Aid Self Employed 


High taxes and high living costs make it 
especially difficult for self-employed peo- 
ple—sole proprietors and partners—to save 
for old age and retirement out of current 
income. This is true of all people so situ- 
ated: small businessmen, doctors, dentists, 
lawyers, accountants and other professional 
groups. 


As a result, tremendous public interest 
has been aroused in proposed legislation to 
lighten their burden and put them, so to 
speak, on equal footing with the employee 
who can enjoy the tax and other benefits 
from pension and profit-sharing plans. The 
so-called “Keogh Bill” (formally titled “Self- 
Employed Individuals’ Retirement Act of 
1959”’) proposes to help such people put 
aside part of their earnings for retirement. 
It would do so by giving them valuable tax 
advantages now possible only under Treas- 
ury-approved pension and _ profit-sharing 
plans for employees. 


Of course, the self-employed — sole pro- 
prietors or partners—can set up Treasury- 
approved plans for the benefit of their em- 
ployees; but they cannot participate them- 
selves. The result has been a natural damp- 
ening of their ardor for such plans because 
of their own exclusion. 


Compare the unfavorable situation of the 
sole proprietor or partner’ with that of a 
stockholder-employee in a closed corproation 
whose officers—generally the chief stock- 
holders—are technically “employees.” They 
can therefore participate in the corpora- 
tion’s qualified plan and get the substantial 
tax benefits that it provides. 


What the Keogh Bill Would Do 


As introduced in the House of Represen- 
tatives this year, the Keogh Bill would allow 
a self-employed individual to set aside part 
of his earnings before taxes—within speci- 
fied limits—for accumulation under a re- 
tirement plan for himself. This plan could 
either be a bank—trusteed plan or an in- 
sured plan. If a trust were used, its income 
would be tax-exempt, except where the trust 
engaged in a prohibited transaction. 


The bill includes three basic features: 
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USC Sponsors Hawaiian PG Course 


The University of Southern California 
School of Medicine will sponsor a Postgradu- 
ate Refresher Course, for the second year, 
in Honolulu from July 29 through August 
15. 


Interested physicians will depart from 
Los Angeles via United Air Lines on July 
29 and return to Los Angeles on August 15 
via the S. S. Lurline. On the return trip, 
physicians will have the option of returning 
by air on August 11 if pressed for time. 
Those electing to return by ship will have 
the benefit of additional courses while un- 
derway. 


While in Honolulu, afternoons and week- 
ends are free so that participants and their 
families will have the opportunity to enjoy 
the many recreational facilities of the Island. 


The course is organized to permit the 
physician to attend one of several programs. 
By such a system, the physician will be able 
to choose from topics suited to his needs. In 
addition to lectures, there will be workshops 
in ECG and X-ray diagnosis as well as water 
and electrolyte balance and the diagnosis of 
jaundice. Emphasis is being placed on prac- 
tical diagnosis and therapy. 


Further information may be obtained by 
contacting Phil R. Manning, M.D., Associ- 
ate Dean and Director of the Postgraduate 
Division of the University of Southern Cali- 
fornia School of Medicine, 2025 Zonal Ave- 
nue, Los Angeles 33, California. 


1. Starting in 1959, a self-employed in- 
dividual would get a deduction (up to §$2,- 
500 per year) for a deposit in a restricted 
retirement trust fund or for a premium for 
a restricted retirement policy. Lifetime set- 
aside would be limited to $50,000. 


2. He would not be taxed on the build-up 
of values in the fund or policy before re- 
tirement. 


3. He would be taxed only when he re- 
ceived payments from the fund or under the 
policy — normally after retirement. But 
chances are he would then be in a lower 
bracket than when he made the deposit or 
paid the premium. 
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House Staff Physicians 
Will Meet May 22 


Twenty-five interns and residents will 
present scientific papers May 22 at the Okla- 
homa Association of House Staff Physicians 
meeting at the University of Oklahoma Med- 
ical Center. They represent seven different 
hospitals. 


The Association was organized five years 
ago to encourage house staff physicians to 
report their interesting cases and research 
studies, thus helping prepare themselves for 
the dissemination of scientific knowledge 
during their own postgraduate life, James 
A. Webb, M.D., chairman, explained. Doc- 
tor Webb is a resident in surgery at Uni- 
versity Hospital. 


H. Earl Ginn, M.D., resident in medicine, 
is program chairman and Frank Howard, 
M.D., resident in surgery, is secretary-treas- 
urer. Both are serving at the Oklahoma City 
Veterans Administration Hospital. 


Residents and interns will make 15 minute 
presentations, with sessions beginning at 
8:15 a.m., and continuing through 5:15 p.m. 
in the Medical Center auditorium. 


In addition, two lectures by guest speak- 
ers are scheduled. David M. Gould, M.D., 
professor and head of the Department of 
Radiology, University of Arkansas Medical 
Center, will speak at 10 a.m. on hazards of 
radiation. J. Raymond Hinshaw, M.D., pro- 
fessor of surgery, University of Rochester 
School of Medicine and Dentistry, will ad- 
dress the group at 3 p.m. 


Here are the papers to be given by house 
staff men: 


8:30 a.m., “Fluorescence of Quinacrine- 
Labeled Leukocytes: A Preliminary Re- 
port,” R. E. Bettigole, M.D., Oklahoma Med- 
ical Center; 8:45 a.m., “Studies of an Out- 
break of Infantile Diarrhea Due to Patho- 
genic E. Coli,” James E. Mays, M.D., Okla- 
homa Medical Center; 9 a.m., “The Influ- 
ence of Clorpactin WCS-90 on the Bacterial 
Complications of Surgery,” Frank Howard, 
M.D., Oklahoma Medical Center; 9:15 a.m., 
“Pulmonary Hypertension and Plasma 
Thromboplastic Antecedent (PTA) Defici- 
ency Experimentally Induced in Dogs by 
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Amniotic Fluid Infusion,” James W. Hamp- 
ton, M.D., Oklahoma Medical Center; 9:30 
a.m., “Serial Fibrinogen-Determinations in 
Leukemia,” Jack D. Welsh, M.D., and 
Charles W. Robinson Jr., M.D., Oklahoma 
Medical Center. 


10:30 a.m., ‘“‘A New Instrument for Pelvic 
Procedures,” Norman A. Cotner, M.D., 
Mercy Hospital, Oklahoma City; 10:45 a.m., 
“Evidence for the Presence of an Inhibitor 
of Vitamin B-12 Absorption in the Intes- 
tine,” Walter L. Honska Jr., Oklahoma Med- 
ical Center; 11 a.m., “Antral Inhibition of 
Gastric Secretion,’ Robert M. Faggella, 
M.D., Oklahoma Medical Center; 11:15 a.m., 
“Carcinoma of the Tongue,” C. A. Grimm, 
M.D., Oklahoma Medical Center; 11:30 a.m., 
“Excision of Ovarian Cysts in Patients Un- 
der 21,” Harold C. Wood, M.D., St. John’s 
Hospital, Tulsa; 11:45 a.m., “Use of Intra- 
venous Urea in Edematous States,” John D. 
Kyriacopoulos, M.D., Oklahoma Medical 
Center; 12 noon, “The Management of Sur- 
gical Conditions During Pregnancy,” Jim H. 
Calhoon, M.D., Hillcrest Medical Center, 
Tulsa. 


1:30 p.m., “Pulmonary Hyaline Membrane 
Disease and the Role of Gestational Abnor- 
malities,” Larry H. Beisel, M.D., Oklahoma 
Medical Center; 1:45 p.m., “Renal Tubular 
Secretion of Magnesium in Dogs,” H. Ear] 
Ginn, M.D., Oklahoma Medical Center; 2 
p.m., “Open vs. Closed Atrial Drainage Dur- 
ing Cross-clamping of the Thoracic Aorta,” 
David D. Snyder, M.D., Oklahoma Medical 
Center; 2:15 p.m., “Interesting Complica- 
tions of Meckel’s Diverticulum,” Harold W. 
Calhoon, M.D., Hillcrest Medical Center, 
Tulsa; 2:30 p.m., “Clotting Abnormalities 
Associated with Cryofibrinogenemia: Four 
Case Reports,’ Jchn Kalbfleisch, M.D., 
Oklahoma Medical Center. 


3:30 p.m., “Postpartum Urinary Reten- 
tion,” Joseph Harroz, M.D., St. Anthony 
Hospital, Oklahoma City; 3:45 p.m., “Early 
Diagnosis of Cancer of Stomach and ‘Pre- 
cancerous’ Conditions by Biopsy of Gastric 
Mucosa,” Kent Braden, M.D., Oklahoma 
Medical Center; 4 p.m., “Appendiceal Les- 
iona—Observation of 4000 Appendectom- 
ies,” Jack Stephenson, M.D., St. Anthony 
Hospital, Oklahoma City; 4:15 p.m., “Coro- 
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nary Blood Flow Determined by a Radio- 
active Surface Counting Technique,” Gunnar 
Sevelius, M.D., Oklahoma Medical Center; 
4:30 p.m., “A Reactant to Human Lung in 
Patients with Pulmonary Disease,” R. L. 
Carpenter, M.D., Oklahoma Medical Center ; 
4:45 p.m., “Influence of Diuretic Agents and 
Corticosteroids in Urinary Excretions of 
Magnesium in Non-oedematous Subjects,” 
Adrian A. Kyriacopoulos, M.D., Oklahoma 
Medical Center ; 5 p.m., “Isolation of Herpes- 
Simplex Virus from a Patient with Ery- 
thema Multiforme Exudativum (Stevens- 
Johnson Syndrome), D. W. Foerster, M.D., 
Oklahoma Medical Center. 


Awards Announced for 
House Staff Physicians Meeting 


Five organizations—an increase of three 
—will offer awards for outstanding scien- 
tific papers presented at the fifth annual 
Oklahoma Association of House Staff Phy- 
sicians meeting May 22 at the University of 
Oklahoma Medical Center. 


Doctor James A Webb, resident in sur- 
gery at University hospital and Association 
chairman, said there has been a steady gain 
in the number of papers submitted and pre- 
dicted the increase in award sponsors will 
further stimulate interest among interns 
and residents. 


Guest speakers this year will be Doctor 
Raymond Hinshaw, Department of Surgery, 
University of Rochester School of Medicine, 
and Doctor David Gould, Department of 
Radiology, University of Arkansas School 
of Medicine. 


The Oklahoma City chapter, Medical Serv- 
ice Society of America (National Associa- 
tion of Professional Detail Men) will offer 
a monetary prize for the best paper in each 
of three categories—surgical, medical and 
basic science. 


In addition, the Society will establish a 
rotating plaque recognizing the author of 
the most outstanding paper. Each year the 
name of the winner will be engraved on the 
plaque and it will be presented to the hos- 
pital where he is serving an internship or 
residency. It will remain in the possession 
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of the hospital until the next annual meet- 
ing. 


The Oklahoma State Radiological society 
will present a monetary award for the best 
scientific report dealing with radiology. 
(Doctor Peter E. Russo, professor of radi- 
ology at the Medical School, was the first 
to offer an award for a paper presented at 
the meeting. This is an outgrowth of his 
efforts.) 


The intern making the best presentation 
will be cited by the Oklahoma chapter, 
American Academy of General Practice, 
which also offers a cash prize. 


Another new donor is the Oklahoma As- 
sociation for Mental Health, which will make 
awards for two outstanding psychiatric 
papers. 


Oklahoma chapter, American College of 
Surgeons will select the six top papers and 
invite the authors to present them at the 
chapter’s annual meeting at Sequoyah state 
park and to attend the conference as guests 
of the chapter. The College of Surgeons also 
has sponsored awards at past association 
meetings. 


Oklahoma State Heart Association makes 
a financial contribution to help support the 
House Staff Physicians’ program, financed 
by assessments from participating hospitals. 
The Medical Center’s Office of Postgraduate 
education also cooperates in the yearly con- 
ference. 





WANTED: Staff Physician for YWCA Camp 
Classen, Arbuckle Mountains, June 12 through 
August 28. Contact Donald J. Shellenberger, 
Metropolitan Camping Secretary, YMCA, 125 
Northwest Fifth Street, Oklahoma City, Okla- 


homa. 











331 








Seminar Program Completed 
By Medical Assistants Society 


Program details for the first seminar to 
be sponsored by the Oklahoma State Medi- 
cal Assistants Society have been completed. 
Purpose of the meeting to be held on the 
campus of Oklahoma State University, Still- 
water on June 20, will be to provide diver- 
sified information designed to aid assistants 
in doing a more effective job for doctors and 
patients. Background information of value 
to the medical assistant will be stressed. 


Physicians are urged to encourage their 
assistants to attend the one-day meeting. 
Original registration of $20.00 has been 
changed to $12.50. A complete program fol- 
lows: 


8:30-9:15 a.m.—Registration, Union Club 
Lobby 


9:15-10:15 a.m.— “Public Relations,” Al- 
fred R. Sugg, M.D., Ada, Past President, 
Oklahoma State Medical Association 


10:15-10:30 a.m.—Break 


10:30-11:30 a.m.—‘‘Basie Economics,” Doc- 
tor Eugene L. Swearingen, Dean, College 
of Business 


11 :30-1:00 p.m.—Lunch 


1:00-2:00 p.m.—“Oral and Written Com- 
munications,’ Doctor Ellsworth Chunn, 
Director, School of Communications 


2:00-3:00 p.m.—“Legal Aspects of the Med- 
ical Profession,” Representative, Law 
Firm of Foliart, Hunt and Shepherd, Okla- 
homa City 


3:00-3:15 p.m.—Break 


3:15-4:15 p.m.—“Current Legislation of In- 
terest to Medical Assistants,” John E. Mc- 
Donald, M.D., Tulsa, Member, Legislative 
Committee, American Medical Association 


4:15-5:15 p.m.—‘‘Personal Appearance and 
Office Procedure,” Miss Frances Koop, 
Personnel Training Assistant, Southwest- 
ern Bell Telephone Company, Oklahoma 
City 

6:15 p.m.—Graduation Dinner, Doctor R. 
W. MacVicar, Vice-President for Aca- 
demic Affairs, Oklahoma State University 
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Coming Mectings : 


UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
POSTGRADUATE PROGRAM 
Oklahoma City, Oklahoma 

Individual Postgraduate Courses 


OKLAHOMA ASSOCIATION OF HOUSE STAFF PHY- 
SICIANS—May 22 


A complete program for the House Staff Physicians 
Meeting is listed in this issue of The Journal. 


SERIAL POSTGRADUATE COURSE 
Postgraduate Division 
UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
Oklahoma City, Oklahoma 
1958-1959 


June 10—Surgery—Herniae. 


Further information concerning the individual and 
serial courses may be obtained from the Office of 
Postgraduate Education, University of Oklahoma 
School of Medicine, 801 N. E. 13th Street, Oklahoma 
City, Oklahoma. 


Oklahoma Chapter 
AMERICAN ACADEMY OF GENERAL PRACTICE 
September 13, 1959 
Ardmore, Oklahoma 


Lake Murray Lodge 


The Sixth Annual Meeting of the Red River Valley 
Section, Oklahoma Chapter, American Academy of 
General Practice, will be held at Lake Murray Lodge, 
Ardmore, September 13, 1959. Participants will re- 
ceive four hours credit, Category 1. For further de- 
tails, write to Roger Reid, M.D., 1001 15th, N.W., 
Ardmore, Oklahoma. 


13th ANNUAL 
ROCKY MOUNTAIN CANCER CONFERENCE 
July 22-23, 1959 Brown Palace Hotel 


Denver, Colorado 


The Rocky Mountain Cancer Conference will be 
held at the air conditioned Brown Palace Hotel in 
Denver, July 22 and 23, 1959. Further information 
concerning the program and reservations may be 
obtained from Rocky Mountain Cancer Conference, 835 
Republic Building, Denver 2, Colorado. 


24th Annual Congress 
INTERNATIONAL COLLEGE OF SURGEONS 


The 24th Annual Congress of the North American 
Federation, International Coliege of Surgeons, will be 
held in Chicago, September 13-17. The federation is 
composed of the United States, Canadian, Mexican, 
and Central American Sections. For information, 
write to the Secretariat, International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10. 
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MEDICO-LEGAL BRIEFS 


Prepared by the Law Department of the 
American Medical Association 


TORT LIABILITY OF HOSPITAL—A 
sixty-nine year old patient was awarded 
$4,000 damages in an action against the 
hospital’s insurance carrier for the negli- 
gence of the hospital’s employees—a nurses’ 
aid and a student nurse. Arkansas law per- 
mits a person to sue the insurance carrier 
directly in cases of this nature. While help- 
ing the patient who was recovering from an 
operation, a nephrectomy, out of his bed and 
into a wheelchair, the nurses’ aid permitted 
her hands and arms to pass over the wound 
in a rough manner which caused the in- 
cision to burst open. 


McElroy v. Employer’s Liability As- 
surance Corp., Ltd., 8 Negligence 
Cases (2d) 785 (U.S. District Court 
for Western District of Arkansas, 
Ft. Smith Division, July 3, 1958). 


MEDICAL WITNESS — In an action in 
which the plaintiff sought to recover dam- 
ages for injuries sustained in an automobile 
collision, the defendant asked that the plain- 
tiff be ordered to submit to a physical exami- 
nation by the defendant’s doctor. The plain- 
tiff objected on the basis that the doctor was 
a client of defendant’s attorney. The Court 
ordered the plaintiff examined by three doc- 
tors. On appeal the defendant objected “that 
the examination was made by doctors selected 
by the court instead of by Defendant.” The 
Supreme Court of Iowa held that there was 
no rule “prohibiting such action by the trial 
court.” 


Main v. Tony L. Sheston-Luxor Cab Com- 
pany, 89 N.W. 2d 865 (Iowa, May 6, 1958) 
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MEDICAL EXPERT WITNESSES — The 
United States District Court for the Eastern 
District of Pennsylvania has adopted a “Rule 
for Medical Examination in Personal Injury 
Actions.” Under this rule, prior to trial and 
after consultation with both parties and after 
a hearing, a judge may order an examination 
and report of the injured person by an impar- 
tial medical expert or experts. The expert 
is obtained from a panel of physicians desig- 
nated by the Medical Society of the State of 
Pennsylvania, after consultation with a com- 
mittee appointed by the President of the 
Pennsylvania Bar Association and with the 
Court. Copies of the report are made avail- 
able to all parties. The compensation of the 
expert is fixed by the judge and paid equally 
by each party to the litagation unless the 
judge orders payment to be made otherwise. 
If the case proceeds to trial, either party or 
the judge may call the expert. He is then 
subject to questioning by any party but does 
not receive compensation from any litigant. 


Rule for Medical Examination in Personal 
Injury Actions, Adopted Pursuant to F. R. 
Civ. P. 83 and Supplementing F. R. Civ. P. 35, 
U.S. Dist. Ct. for the East. Dist. of Pa. 


TAX RULING — The Internal Revenue 
Service has ruled that the value of room and 
board furnished by an accredited school of 
nursing to full-time student nurses, whose 
training consists in part of performing serv- 
ices in a hospital, qualified as a non-taxable 
“scholarship.” Such amounts should be dis- 
regarded in determining whether the student 
nurses received more than one-half of their 
support from their parents, for dependency 
exemption purposes. 


Rev. Rul. 58-338 


Further information on the preceding 
cases may be obtained from the Law 
Department, American Medical Asso- 
ciation, 535 North Dearborn Street, 
Chicago, Illinois. 
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rganization 


ALFRED T. BAKER, M.D. 
President 


When Alfred T. Baker, M.D., was ele- 
vated to the presidency on April 21, he 
stepped into the job with a wealth of back- 
ground and experience. A former president 
of the Atoka, Bryan, Coal District Medical 
Society, he has also served as an 11th Dis- 
trict Councilor for the past ten years, and 
has made many contributions in Associa- 
tion committee work. 

Doctor Baker received his medical edu- 
cation at the University of Louisville, gradu- 
ating in 1931. Following graduation, he 
took several years of postgraduate training 
at the Rhode Island Hospital and the Provi- 
dence Lying-In Hospital. He moved to Du- 
rant in 1934 where he has been continu- 
ously associated with the Durant Clinic and 
Hospital, except for sixty-five months spent 
in military service during World War II. 

In addition to heading the OSMA, Doctor 
Baker is a member of the Board of Directors 
of Oklahoma Society of Crippled Children. 
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WALTER E. BROWN, M.D. 
President-Elect 


Walter E. Brown, M.D., elected to suc- 
ceed Doctor Baker in 1960, graduated from 
Washington University in 1935. He then 
interned at Kansas City General Hospital 
before undertaking a radiology residency at 
Massachusetts General Hospital. 

After spending 1937-38 in general prac- 
tice, he accepted another residency. Follow- 
ing three years of military service, he re-en- 
tered private practice in his chosen specialty. 

Presently, he is Director of Radiology of 
the Glass-Nelson Clinic, Tulsa. He is a Dip- 
lomate, American Board of Radiology and a 
Fellow, American College of Radiology. 

In addition to previously holding several 
county society offices and currently serving 
on his local Board of Health, Doctor Brown 
has served his Association by being Program 
and General Chairman of the 1955 and 1957 
annual meetings, respectively. He is well- 
known for his conscientious guidance of the 
Oklahoma phase of the Medicare program. 
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ANNUAL MEETING HIGHLIGHTS 


Council, Delegates Approve Idea of 
Service Contract for Elderly 


Nearly six hundred Oklahoma physicians 
registered for the 53rd Annual Meeting of 
the OSMA, which was held in Tulsa, April 
20-22. Oklahoma’s biggest medical meet was 
a scene of much scientific, social and busi- 
ness activity, with the most significant busi- 
ness action occurring when the Council and 
House of Delegates gave a green light to- 
ward the development of a_ service-type 
health insurance plan for those over sixty- 
five. 





The official proceedings of the House of Dele- 
gates will appear in the June and July issues 








The final ratification of the idea came 
after considerable and heated debate in both 
policy - making bodies. After hearing a 
lengthy report from the OSMA Committee 
on Health Care of the Aged which called for 
the development of such a program, the 
groups were presented with a more specific 
request from a joint committee, represent- 
ing the Blue Shield Liaison Committee and 
the Insurance and Retirement Sub-Commit- 
tee of the Health Care of the Aged Com- 
mittee. 


Because of the importance of the decision 
to pursue the development of health insur- 
ance for the “senior citizen” segment of the 
population, the committee’s report is print- 
ed below, in the form passed by both policy- 
making bodies. 


This Committee is a composite group that has 
drawn its members from the Blue Cross-Blue Shield 
Liaison Committee and the Health Care of the Aged 
Committee. The two committees have been working 
jointly to evaluate the propriety of developing health 
insurance plans for the over sixty-five age group. 


Before reporting on the activities of this Commit- 
tee, Mr. Chairman, it seems necessary to digress 
for a moment and briefly discuss some of the prob- 
lems which have brought about the creation of this 
Committee and contributed to the recommendations 
to be made before this House of Delegates. 


Organized medicine has long served as a vanguard 
of free enterprise throughout the socio-economic de- 


May, 1959—Volume 52, Number 5 


velopment of our country. On several occasions, it 
has become necessary for physicians to rise collec- 
tively and successfully present an organized front 
against governmental intervention into the field of 
health economics. These victories have represented 
battles won and not wars won, for the war against 
strong central government is one of a chronic na- 
ture that will permit little rest for those who seek 
to preserve or reclaim a proper balance between 
governmental health programs and private enterprise. 


American medicine has all too frequently been ac- 
cused of a negative attitude toward any changes in 
the methods of providing high-quality health care 
to our citizens. Such statements are in error—chang- 
ing health needs and the challenges presented there- 
by have been met with constructive action; action 
that has been founded upon sounder principles than 
those offered by federal planners. 


Despite concerted efforts to maintain a_ sensible 
ratio between government and private enterprise, 
piecemeal legislation has established an alarming 
trend in the methods of financing health care. Each 
session of Congress sees more health bills introduced 
and more passed—and each new law swings the 
pendulum farther away from the free enterprise 
medical care system. Each year, more and more 
of our citizens fall victim to health care regimenta- 
tion and sacrifice another one of their rights to be 
individuals. 


Again we are faced with a new challenge! For 
two successive congressional sessions, the passage of 
the Forand Bill has hung ominously in the balance. 
It was stopped in committee in 1958 and will likely 
fail again this session. But informed sources look 
upon these blessings as merely reprieves—reprieves 
that will not be extended past 1960 or 1961! 


Briefly, the Forand Bill will provide medical, dental, 
hospital and nursing home care for about fourteen 
million social security recipients who are over age 
sixty-five. The cost of a maximum of sixty days 
hospitalization and a subsequent maximum of one 
hundred twenty days nursing home care during any 
twelve month period would be paid from the O.A.S.I. 
Trust Fund. To secure funds, it would be necessary 
to increase the tax rates to the extent that the self- 
employed group would pay 744% of the first $4,800 
income by 1969. 


None of us will agree to such a legislative solution 
to a health problem. Yet, it would be difficult to 
argue that there is not a great need for more ade- 
quate machinery to enable our elder citizens to fi- 
nance high-quality care—particularly when we look 
past the immediate problem and see a future of in- 
creasingly large numbers of elder citizens. In ad- 
dition to the fourteen million presently over age 
sixty-five, there are an estimated twenty-two mil- 
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lion persons over sixty. The combined total amounts 
to one-quarter of the voting population of the country! 


From 1900 to 1950, the population doubled and the 
number of people age sixty-five quadrupled. There 
is little reason to believe that this trend will not con- 
tinue—some predictions estimate that, ten years from 
now, over one-half of the population will be in that 
particular age group! We are rapidly becoming a 
nation of the young and the old! 


With an expanding aged population facing us and 
with the immediate threat of Forand-type legislation, 
it seems evident that medical men and other believers 
in free enterprise must take positive steps for the 
present and future care of our aged. It now seems 
apparent that medicine must deliver a counter-punch 
to government-financed health care by developing a 
voluntary financing system that will destroy the need 
for government intervention. 


Recognizing these problems, and the role that or- 
ganized medicine has played in the development of 
prepaid health plans and voluntary health insurance, 
the American Medical Association House of Delegates 
took the following action at the December, 1958, meet- 
ing in Minneapolis: 


“For persons over sixty-five years of age with 
reduced incomes and very modest resources, it is 
necessary immediately to develop further the 
voluntary health insurance or prepayment plans 
in a way that would be acceptable both to the re- 
cipients and the medical profession. The medi- 
cal profession must continue to assert its leader- 
ship and responsibility for assuring adequate med- 
ical care for this group of our citizens. 


“Therefore, the Council on Medical Service rec- 
ommends to the House of Delegates the adoption 
of the following proposal: That the American Med- 
ical Association, the constituent and component 
medical societies, as well as physicians every- 
where, expedite the development of an effective 
voluntary health insurance or prepayment program 
for the group over sixty-five with modest resources 
or low family income; that physicians agree to 
accept a level of compensation for medical serv- 
ices rendered to this group, which will permit the 
development of such insurance and prepayment 
plans at a reduced premium rate.” 


In conformance with the AMA action, the OSMA 
committees, already concerned with the problems 
of the aged, held a series of joint meetings in this 
regard. During these meetings, the joint group dis- 
cussed a variety of alternate plans to meet the health 
cost problem for this age segment. Finally, the need 
for a cautious approach to this problem conflicted 
with the time element and it was decided that the 
proposal to this House of Delegates would be based 
upon certain general principles rather than on the 
submission of a specific program. 


The group, therefore, approved the following mo- 
tion which it now respectfully offers for your consid- 
eration: 
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“Tt is recommended: 


1. That a service-type health insurance program 
be approved for the sixty-five and over age 
group. 


2. That service benefits be offered to those 
whose income and net worth fall below ap- 
proved ceilings, with $6,000 as the suggested 
income ceiling. 


3. That it be stipulated that the following points 
be taken into account in the development of 
such a service contract: 


A. Physicians and hospitals are to be offered 
the best possible fees, in keeping with a 
saleable premium. 


B. After allowing ninety days following the 
annual meeting for the development of the 
program, a special meeting of the House 
of Delegates will be called to ratify, reject 
or modify the proposal.” 


As called for in the. report, President 
Baker has set the joint group in motion to 
develop a specific and detailed insurance 
program which will be subsequently offered 
to the House of Delegates for final action. 


Other House Actions 


Although the spotlight was on the senior 
citizen problem, House of Delegates also: 


* Elected Walter E. Brown, M.D., Tulsa, 
to the office of President-Elect and Charles 
EK. Green, M.D., Lawton, to the office of 
Vice-President. Malcolm E. Phelps, M.D., 
E] Reno, and R. Q. Goodwin, M.D., Oklahoma 
City, succeeded themselves as AMA Dele- 
gate and Alternate respectively. 


* Attentively heard Doctor Gunnar Gun- 
dersen, President of the American Medical 
Association, review AMA policies with spe- 
cial emphasis on the problems of the aging. 


¢ Approved the report from the Council 
which called for: the continued accumula- 
tion of reserve funds until such time as a 
reserve of one year’s operating capital is 
reached; a trial-basis change in the organi- 
zational structure which would create five 
major Councils and re-name the Council the 
Board of Trustees; ratification of the find- 
ings of a survey which indicated that Okla- 
homa physicians continue to favor the prin- 
ciple of free choice of physician and are 
opposed to any type of closed panel system. 
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The reorganization is designed to spread 
administrative responsibility over a larger 
group, by establishing Councils on Public 
Health, Public Policy, Socio-Economic Ac- 
tivities, Insurance and Professional Educa- 
tion. The thirty to forty committees that 
are appointed annually by the president 
would then be slotted under appropriate 
Councils, thereby departmentalizing the as- 
sociation work and relieving the president 
from the increasingly difficult task of per- 
sonally directing all committee endeavors. 
Conflicting terminology would make it nec- 
essary to change the name of the Council to 
that of Board of Trustees, but this and other 
related changes to the Constitution and By- 
Laws will be held until the 1960 meeting, in 
order to determine the workability of the 
new organizational structure. 


* Rejected a resolution which would make 
AMA membership voluntary rather than 
mandatory and approved one calling for the 
endorsement of House Bill 820, a legislative 
measure designed to establish a medical ex- 
aminer system in Oklahoma in lieu of the 
antiquated coroner’s system. 


* Heard and approved excellent reports 
from all major committees, one of which es- 
tablished a Medico-Legal Code between the 
Oklahoma State Medical Association and 
the Oklahoma Bar Association. The attorney 
group had previously endorsed the code 
which is designed to enhance the compatible 
relationship existing between the two pro- 
fessions. 


The Scientific Slant 


Policy making, which took place on Satur- 
day and Sunday, gave way Monday morning 
to an excellent scientific program. Guest 
lecturers Buxton, Davis, Dyer, Huggins, 
Julian, Mason, McCullagh, McDonald, Milli- 
kan, Parsons, Smith, and Wilson teamed 
with local speakers to present one of the 
finest scientific programs ever assembled 
in the state. Roundtable luncheons were 
well attended, as was the section on medi- 
cal motion pictures. 


On the Lighter Side 


Doctor James Brown and his Greene 
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County Medical Society Boys held physicians 
and their wives in the palms of their tal- 
ented hands when they entertained at the 
President’s Inaugural Dinner, held Tues- 
day night at the Mayo. Clever medical 
parodies of popular songs were rendered 
with professional aplomb that will not be 
forgotten by those who attended the sell- 
out affair. 


Following the dinner, entertainment and 
the changing of administrations, over five 
hundred physicians and wives adjourned to 
the Cimarron Ballroom to dance to the mu- 
sic of Charlie Barnet and hear more top- 
flight entertainment in the form of the 
Topnotchers, a trio of musical comedians. 


On Wednesday afternoon, the part-time 
athletes struck out for the Oaks Country 
Club, where the annual golf tournament was 
held. Emerging as golf champ in a field of 
seventy-six was Doctor E. Malcom Stokes, 
Tulsa physician and perennial winner of the 
event. 


Following the golf match, forty-eight en- 
joyed a social hour and dinner at the club. 
Champions and duffers alike were awarded 
prizes for the afternoon’s endeavors. 


Generally Speaking 


Typically, the OSMA meeting was the 
hub of a multitude of events and related 
meetings. Nearly a dozen specialty societies 
and related medical organizations, as well 
as the Woman’s Auxiliary, caught the meet- 
ing fever and conducted concurrent get-to- 
gethers. 


Oklahoma’s efficient auxiliary met Sun- 
day, Monday and Tuesday to look back over 
another successful year and lay plans for 
the succeeding one. Mrs. Iron H. Nelson 
turned over the auxiliary reins to Mrs. Clif- 
ford M. Bassett and Mrs. Virgil Ray Forest- 
er was tagged as President-Elect. The Aux- 
iliary was honored by the presence of Mrs. 
E. Arthur Underwood, President of the 
AMA Auxiliary and Mrs. George W. Owen, 
President of the Southern Medical Associa- 
tion Auxiliary. 


Another auxiliary function was the Phy- 
sician’s Hobby Show, which was incorpor- 
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into the Scientific Exhibit Section. 


ated 
Nearly thirty physicians answered Mrs. 
W. R. R. Loney’s call to display their handi- 
crafts. 


Technical and scientific exhibitors once 
again added much to the success of the meet- 
ing. Forty-four technical and thirteen sci- 
entific exhibits contributed to the scientific 
and educational merit of the meeting. 


Accolades 


There is much hard work behind every 
successful meeting, and the 53rd was no ex- 
ception. Those who took advantage of the 
great variety of educational and social of- 
ferings are indebted to the physicians and 
the employees of the Tulsa County Medical 
Society for their contributions in the plan- 
ning and conduct of the meeting and related 
events. 


A tip of the hat to the following individ- 
uals: 


ANNUAL MEETING COMMITTEES 


Edward L. Moore, M.D., General Chairman 


PROGRAM COMMITTEE 
B. W. Steele, Jr., M.D., Chairman 
W. O. Smith, M.D. 
N. C. Gaddis, M.D. 


SOCIAL EVENTS 
B. W. Ward, M.D., Chairman 
R. W. Goen, M.D. 
R. W. Spencer, M.D. 
E. M. Stokes, M.D. 
GOLF 
W. F. Thomas, Jr., M.D., Chairman 
Simon Pollack, M.D 
W. M. Gross, M.D. 
W. M. Benzing, Jr., M.D. 


PUBLICITY 
M. O. Hart, M.D., Chairman 
C. S. Lewis, Jr., M.D. 
R. M. Michols, M.D. 
Harlan Thomas, M.D. 
Terrell Covington, Jr., M.D. 


REGISTRATION AND HOTELS 
E. R. Shapard. M.D., Chairman 
V. W. Wood, M.D. 

J. E. Kraft, M.D. 


MEDICAL MOTION PICTURES 
W. C. Pratt, M.D., Chairman 
D. N. Burns, M.D. 

D. C. Walker, M.D 
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Flying Physicians 
Plan Alaskan Cruise 


Plans for a scheduled Alaskan Cruise have 
been completed by the Flying Physicians 
Association. Participants will have a ren- 
dezvous in Great Falls, Montana on June 14, 
1959, before departing in mass the follow- 
ing day for Edmonton, Alberta, Canada. 


Five additional stops for over-night ac- 
commodations and refueling have been ar- 
ranged along the route to Anchorage, where 
a three day meeting will be held. 


Topics for the meeting include “The Hu- 
man Maintenance of the Man-Missile Team,” 
“Physical Examinations and Flying Fatali- 
ties,” “Crash Rescue Operations in Alaska,” 
“Cold Injuries” and “Arctic Health Re- 
search.” Guest speaker for the program 
will be Governor Leo A. Hoegh, National 
Director, Office of Civil Defense and Mobil- 
ization, Washington, D.C. 


Two Oklahoma physicians who are plan- 
ning to join the flight will be F. R. First, 
M.D., Checotah, and Malcom Stokes, M.D., 
Tulsa. They will be part of a 53-plane flight 
which will represent 48 states. 


Additional information concerning the 
cruise may be obtained by writing to Mark 
E. DeGroff, Executive Director, Flying Phy- 
sicians Association, Inc., P.O. Box 3275, 
Tulsa, Oklahoma. 


COMMERCIAL AND SCIENTIFIC EXHIBITS 
H. K. Ihrig, M.D., Chairman 
C. T. Thompson, M.D. 
N. L. Dunitz, M.D. 


CONVENTION MANAGER 
Jack Spears, Executive Secretary 
Tulsa County Medical Society 


AULD LANG SYNE 


With the passing of each annual meeting, 
the officers, councilors and committee men 
who pass their duties on to others deserve 
a collective pat on the back from the phy- 
sicians of Oklahoma. To Doctor Mohler and 
his fine administration . “A Job Well 
Done!” To Doctors Baker and Brown... 
best wishes for the continued advancement 
of the Oklahoma State Medical Association! 
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New Muskogee General Hospital Opened 


Dedication ceremonies, followed by an 
open house, formally opened the new Mus- 
kogee General Hospital on April 4. A non- 
profit, charitable organization, built by the 
city, the hospital was financed by Federal 
Hill-Burton Funds, Memorial Room Furnish- 
ing Funds, municipal bond issues and _ hos- 
pital funds. 


The hospital was planned around four 
functional groupings of patients—surgical, 
medical, maternity and pediatrics. For each 
grouping, such specialized facilities as nur- 
series, recovery rooms and nurses’ stations 
are located as near as possible for fast care 
of patients. A convenient service nucleus 
fills service needs such as supply, steriliza- 
tion, laboratory and x-ray, and emergency 
treatment, as well as medical records and 
other auxiliary needs. 


Hospital Planned in Two Phases 


Consisting of 78,683 square feet, phase I 
of the new hospital has been completed at 
a cost of $2,090,000. With a total of 110 
beds, it offers many innovations including 
central oxygen and suction systems; central 
dictating and surgeons’ dictating systems; 
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separate departments for pathology, radi- 
ology, physical therapy and diet; a chapel, 
public cafeteria and a hospitality shop. The 
brick building has individually-controlled 
year around air-conditioning. 


A closed circuit broadcasting system en- 
ables the patients to pick up music or TV 
broadcasts from the hospital’s own broad- 
casting station. A nurse-to-patient commun- 
ications system has also been installed. 


The operating suite includes two major 
and one minor surgery rooms, an emergency 
operating room, orthopedic surgery room, 
fracture room, cystoscopic surgery room, 
and post-operative recovery accommoda- 
tions. 


The projected phase II of the building 
program is to begin soon, taking advantage 
of the hospital’s expansibility. The new 
space will enable the hospital to launch a 
plan of “Progressive Patient Care,” allow- 
ing patients to enter under “zones” of vary- 
ing prices and types of care, according to 
their needs. Completion of the new phase 
will increase the normal bed capacity to 170 
or a maximum of 200. 
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Essay Winners Named 


Winners of the 12th Annual Essay Contest spon- 
sored by the Association of American Physicians 
and Surgeons are shown receiving awards from J. 
Floyd Moorman, M.D., contest chairman for Okla- 
homa. Grouped around Doctor Moorman from left 
to right are Patricia Ent, first place winner, Mary 
DeVore, second place winner and Louise Coats, who 
won third place. All three winners are Oklahoma 
City high school seniors. Contestants were offered 
a choice of two subjects: ‘‘Advantages of Private 
Medical Care’ and ‘‘Advantages of the American 
Free Enterprise System.” 


County Society Buys Livestock 


The Annual Junior Livestock show, re- 
cently held in Shawnee, was again support- 
*ed by the Pottawatomie County Medical So- 
ciety when they purchased the grand cham- 
pion steer, lamb and barrow. 


The medical society paid 45 cents per 
pound plus an 18 cent premium for the grand 
champion steer, a 1,010 pound Hereford. 
The grand champion Southdown lamb 
brought $1.25 per pound for the 71-pound 
animal. A 190-pound Poland champion bar- 
row sold for 90 cents per pound. 


Last year, every champion at the same 
show was purchased by the Pottawatomie 
Society. 
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A Cure for Breadwinner Blues 


For the majority of patients with in- 
juries or sickness, time lost is in pro- 
portion to the pathology and there is 
an orderly response to treatment. Some 
men, usually fr economic reasons, 
would shorten or ignore the convales- 
cent period and take a chance that early 
return to work would not hinder their 
ultimate chances of full recovery. 


There is another group whose return 
to work is delayed by slow response to 
treatment. Part of this may be due to 
real pathology and part psychological 
disturbances; such as trouble at home, 
financial or otherwise; worry about the 
job, real or imaginary. This type of 
patient may be affected greatly by the 
physician. He can be delayed and may- 
be injured more by the physician say- 
ing, “you should take a few weeks off.” 
Most of these will not be helped by 
being away from work and can be made 
worse. 


There is another patient who wants 
to feel that he is physically and emo- 
tionally able to carry on his work but 
needs the firm personal assurance of 
his physician that he is able to do so. 
He may present his complaints in their 
worst light, inwardly hoping the phy- 
sician will brush them aside with logi- 
cal reassurance. When he is fully sat- 
isfied, he will return to work with his 
old vigor and enthusiasm. Failure to 
recognize this demand for reassurance, 
and to advise being away from work 
may tend to confirm the patient’s worst 
fears about his injury or illness. To 
take such a person firmly in hand and 
guide him back to his job with a mini- 
mum delay is a service to all concerned, 
particularly the patient. 


Prepared by 
OSMA Committee on Occupational Medicine 
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Five Jackson County physicians who were recently honored on Doctor’s Day are shown above with H. K. 
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Speed, M.D., who presented them with Fifty-Year pins. Pictured (left to right) are: Doctor Speed, E. A. Ab- 
ernethy, M.D., E. W. Mabry, M.D., R. H. Fox, M.D., R. Z. Taylor, M.D., and H. N. Bussey. 


Five From Jackson County Join Fifty Year Club 


Five Jackson County physicians were 
honored for fifty years of medical practice 
on March 30, during the local Auxiliary’s 
Doctor’s Day celebration. The addition of 
the new members brings the total Jackson 
County membership in the OSMA’s Fifty 
Year Club to seven. 


At a dinner held in the Grace Methodist 
church, H. K. Speed, M.D., former president 
of the state association from Sayre and 
voungest holder of the half-century honor, 
presented lapel pins to the following phy- 
sicians as he welcomed them into the ex- 
clusive club: E. A. Abernethy, M.D., Altus; 
H. N. Bussey, M.D., Altus; R. H. Fox, M.D., 
Altus; E. W. Mabry, M.D., Altus; and R. Z. 
Taylor, M.D., Blair. 


E. S. Crow, M.D., Olustee, and L. H. Me- 
Connell, M.D., Altus, had previously received 
similar honors. 


The concentration of “senior” physicians 
is the largest of any county in the state. 
Three of the group are continuing practice 
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while the others have retired to enjoy other 
forms of activity. 


Legislature Takes Note 


The collective accomplishment of the 
Jackson County medics was officially recog- 
nized by the Oklahoma State Legislature, 
where both houses passed a resolution com- 
mending them “ ... on behalf of the people 
of the State of Oklahoma for their years of 
service in ameliorating the sufferings of 
their fellow human creatures .. .” 


The resolution pointed out that “... the 
donation of one’s time and physical efforts 
for more than half a century to that calling 
which has as its objectives the healing of 
one’s fellowman and the mitigation of hu- 
man misery and suffering is most worthy 
of the notice and approbation of one’s fel- 
low citizens.” 


“ . . . eontributions made through the 
years to the communities which they serve 
by these men who have given their lives to 
the ministrations of the ill and afflicted will 
cause their names to be remembered with 
undying gratitude by those who benefited, 
or whose loved ones were benefited, by the 
professional attentions of these healers.” 
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BLUE CROSS COUNTY UTILIZATION RATES* 
Hospital Care Used 


County 1954-57 1958 County 1954-57 1958 
(average) (average) 
Adair 115.0 122.0 LeF lore 80.5 86.9 
Alfalfa 92.0 90.1 Lincoln 88.7 108.5 
Atoka 88.7 92.0 Logan 69.0 57.1 
Beaver 98.2 100.5 Love 79.7 76.4 
Beckham 93.2 101.2 McClain 94.2 89.3 
Blaine 101.7 115.0 McCurtain 106.0 113.0 
Bryan 69.7 70.5 McIntosh 96.0 66.4 
Caddo 78.7 97.1 Major 116.0 97.8 
Canadian 82.5 83.3 Marshall 78.0 93.8 
Carter 81.5 92.3 Mayes 106.2 92.6 
Cherokee 93.5 113.3 Murray 76.2 69.1 
Choctaw 111.7 106.7 Muskogee 78.2 78.4 
Cimarron 104.7 88.7 Noble 115.5 98.0 
Cleveland 83.7 84.8 Nowata 131.5 120.3 
Coal 100.0 126.6 Okfuskee 103.0 91.5 
Comanche 92.2 89.9 Oklahoma 7i2 78.1 
Cotton 78.0 91.6 Okmulgee 91.7 95.4 
Craig 67.2 98.4 Osage 103.2 102.3 
Creek 110.5 109.9 Ottawa 90.7 101.8 
Custer 81.2 104.2 Pawnee 101.5 109.3 
Delaware 66.0 100.9 Payne 97.2 93.0 
Dewey 76.2 86.7 Pittsburg 117.7 103.9 
Ellis 79.7 79.0 Pontotoc 102.5 101.0 
Garfield 101.7 115.0 Pottawatomie 84.7 84.5 
Garvin 74.5 75.0 Pushmataha 124.5 113.0 
Grady 69.0 77.0 Roger Mills 87.2 111.6 
Grant 95.5 106.4 Rogers 105.5 96.4 
Greer 88.7 81.5 Seminole 83.7 78.5 
Harmon 85.7 60.6 Sequoyah 119.5 89.7 
Harper 88.7 90.1 Stephens 91.5 97.0 
Haskell 57.7 13.3 Texas 102.2 118.1 
Hughes 99.5 106.1 Tillman 79.7 115.4 
Jackson 719 82.6 Tulsa 96.5 103.8 
Jefferson 121.5 133.5 Wagoner 78.5 97.6 
Johnston 77.0 74.0 Washington 115.0 100.5 
Kay 98.2 90.3 Washita 62.2 108.4 
Kingfisher 69.7 81.9 Woods 108.7 107.2 
Kiowa 87.5 88.2 Woodward 94.2 91.4 
Latimer 92.5 114.8 TOTAL 90.7 94.6 


*Released at the request of the Blue Cross-Blue Shield Liaison 
Committee for the Information and Education of OSMA members. 
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ANNOUNCING 





A HIGHLY EFFECTIVE 
TRANQUILIZER FOR 
EXTENDED OFFICE 
PRACTICE USE 
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POSITIVE CALMING 
ACTION ADAPTED 
FOR LOWER RANGE 
OF EMOTIONAL 
DISORDERS 


EXCELLENT 
TOLERATION — 
MARKED 
REDUCTION IN 
COMPLICATIONS 
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SEVERITY OF CONDITION 


The development of TENTONE® Methoxypromazine Maleate 
Lederle does not duplicate primary function of existing tranquilizers. 
TENTONE fills the need for a practical, potent agent for extended 
use in everyday practice (as illustrated above). 


Action of TENTONE Methoxypromazine Maleate approaches that 
of the strong phenothiazines without their drawbacks. Calming re- 
sponse is positive and rapidly apparent to both patient and _ physi- 
cian. However, as a basic phenothiazine modification, ‘(TEN TONE 
allows full therapeutic application in the mild and moderate range 
of anxicty-tension and somapsychic disorders most usually seen in 


general practice. 


Incidence of untoward reactions is exceptionally low and approxi- 
mates the mild ataractic drugs. Reduction in sensitivity reaction, 
intestinal distress, blood, brain or liver toxicity is striking, particu- 
larly in the low dosage range. TTENTONE exhibits greater freedom 
from depression and drug habituation. Physical and psychic orienta- 
tion is usually preserved. Occasional drowsiness may be encountered, 
particularly in higher dosages. In moderate to more severe cases, this 


sedative effect may be desired. 


TENTONE has thus been described as one of the easiest tranquilizers 
to handle in office practice. In indicated cases, the physician may be 
relieved of the patient’s unnecessary concern over his own illness. 
In contrast to the previous types of drugs, complaints over induced 


distress or inadequate benefit are rare. 
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WHEN MORE THAN Consequently, TENTONE is more useful than other ataractic drugs 

MILD SEDATIVE in two areas: (1) mild to moderate conditions—when more than 

EFFECT IS DESIRED mild sedative effect is sought, (2) middle range of moderate to severe 
cases— when less than psychopathology is involved. 


Indications include ® common anx‘ety-tension states ™ obsessive- 
compulsive behavior ™ neurosis ® G pression ® situational anxiety 


and hysteria 


And the emotional components of: ® agitation @ restlessness & 
tremors ® insomnia ® alcohol- and drug-withdrawal syndrome #& 
hyperkinesis ® prenatal anxiety ® rheumatic disorders ® dermatoses 
™ menopausal syndrome ® premenstrual tension ® peptic ulcer, 
other g.i. disorders ® asthma, other allergy ® multiple sclerosis, arter- 


iosclerosis ® malignancy, other progressive diseases 


POSSIBLE Since tranquilizing drugs may potentiate the action of pain-relievers, 
POTENTIATION OF - sedatives, and barbiturates, they should be used with caution in 
ANALGESICS conjunction with them, or to achieve a greater response to these drugs 


AND NARCOTICS in various conditions when desired. They may also be useful in 


reduction of effective dosage to better tolerated, or non-habituating 


levels. 
ADAPTABLE Dosage must be individualized to severity of condition and response 
LOWER DOSAGE desired. 
RANGES In mild to moderate cases: varies from 30 to 100 mg. daily. 


In moderate to severe cases: from 75 to 500 mg. daily. 


In psychotic or institutionalized patients, TENTONE may be useful 
as a substitute when toxicity precludes effective dosage of other 
phenothiazines, or as maintenance after hospitalization. Dosage may 


range from 100 to 1500 mg. daily in divided doses. 


Supplied: 10 mg., 25 mg. and 50 mg. tablets 


LEDERLE 





LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. ¥. 
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BERNARD E. GUENTHER, M.D., former 
Oklahoman who was recently separated 
from the military service, has joined the 
staff of the Durant Clinic and The Durant 
Hospital. 


D. C. CLEMANS, M.D., formerly of Harts- 
horne, recently opened offices in Skiatook. 


R. L. CURRIE, M.D., who has practiced in 
Sallisaw since 1951, is moving to Stilwell 
where he plans to open his offices in a new 
building which is nearing completion. 


WILLIAM S. DANDRIDGE, M.D., Muskogee, 
has been appointed as a member of the 
American College of Surgeons Committee 
on Trauma for Oklahoma. 


B. T. BRUNDAGE, M.D., Thomas, has been 
re-appointed as a member of the State Board 
of Health by Governor J. Howard Edmond- 
son. 


RALPH SIMON, M.D., Clinton, has recently 
been named as a member of the Board of 
Directors of the Oklahoma Division, Ameri- 
can Cancer Society. He succeeds Paul Ling- 
enfelter, M.D., also of Clinton. 


ONIS FRANKLIN, M.D., Broken Arrow, 
was named Tulsa County’s “doctor of the 
year” by the Auxiliary to the Tulsa County 
Medical Society. 


HAYDEN H. DONAHUE, M.D., Director of 
Mental Health for the State of Oklahoma 
has recently been appointed by Governor J. 
Howard Edmondson to the Southern Re- 
gional Council on’ Mental Health Training 
and Research of the Southern Regional Edu- 
cation Board. Doctor Donahue is replacing 
Mr. Paul Harkey, Oklahoma City attorney, 
who resigned from the Council recently. 


Doctors E. C. LINDLEY, E. H. LINDLEY, 
and DANA C. RYAN held open house in the 
new Lindley Hospital, Durant, April 12. 
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Henry K. Speed, Jr., 
Promoted to Colonel 


Recently promoted to the rank of colonel 
at the 3550th USAF Hospital, Moody AFB, 
Ga., was the commander, Henry K. Speed, 
Jr., native of Sayre, Oklahoma and son of 
Doctor and Mrs. H. K. Speed of that city. 

After graduating from the high school in 
Sayre, Colonel Speed attended Oklahoma 
University in Norman and the Oklahoma 
University School of Medicine in Oklahoma 
City, receiving his degree in 1933. 


The hospital commander came to Moody 
in August, 1958 from a two-year assignment 
as the commander of 5010th USAF Hospital 
in Alaska. His overseas duty also includes 
a tour from 1952 to 1954 in England. 


ROBERT A. MCLAUCHLIN is leaving May 
31st to spend a week at the Burns Center, 
Brooks Army Hospital, San Antonio, Texas. 
The information obtained there will be used 
in teaching at the University of Oklahoma 
School of Medicine. 


HARLAN THOMAS, M.D., Tulsa, was re- 
cently chosen president-elect of the Tulsa 
Academy of General Practice. 


BROADWAY CLINIC AND HOSPITAL has been 


announced as the new name of the Baxter 
Clinic and Hospital of Shawnee. 
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Rx for Freedom 


Before you’d go all-out on a new drug or clinical technique, you’d 
ask a lot of tough questions, wouldn’t you? 


Is it safe? Who discovered it? What are the after-effects? 


Is it habit-forming? What tests have been made? 


All right, let’s talk about a new Rx for Freedom—Freedom for your- 
self and your country. Our Prescription for Freedom? A U. 8. Savings 
Bond—taken at least once a month. And no matter what questions you 
ask about this Rx, you’ll find it’s good medicine. 


U. S. Savings Bonds are the safest investment vou can buy. They’re 
backed by the resources of the United States; they grow bigger year 
by year. Every $75 you put into a bond today will bring you $100 in 
just eight years and eleven months. 


Savings Bonds have been tested and approved by millions of thrifty 
Americans—you can see the results of their savings in the cars, the TV 
sets, the homes of people all around you. 


All the after-effects of Savings Bonds are good ones. When held 
until maturity, you get $1,000 back for every $750 invested. You can 
cash them in whenever you want to. And, if bonds are stolen or burned 
you can quickly get new ones. 


Savings Bond buying is habit-forming—but no one has ever suffered 
from the habit yet. Families save bonds for education, home improve- 
ments, travel, a new house. Others—many doctors and dentists among 
them—buy bonds as part of their family security program. 


And, when you buy your Bonds, you’ll know—and feel better for 
knowing—that you are a working partner with Uncle Sam—supplying 
our military forces, and helping lick inflation. 


A good prescription? You bet it is. You can buy Savings Bonds at 
any bank. Even better—why not sign up now at your own bank for the 
Bond-a-Month plan? Save for your future—and save for your country’s 
future. It’s the best investment you can make. 


Sincerely, 


Capaase oF Wardens Ant 
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Construction Starts on Northside Professional Building 


Construction has begun on the new North- 
side Professional Building at N. W. 89th 
and Western Avenue in Oklahoma City. The 
section now being built is the first unit of 
several which are planned to eventually pro- 
vide offices for 12 physicians and dentists. 


Pink brick, aluminum and glass are being 
used in the construction of the building, 
which will contain 10,000 square feet of 
floor space. Parking for 100 cars wiil be 
also provided. 


The unit now under construction will em- 
brace fifty-two rooms, an emergency room, 
minor surgery room with four convalescent 
beds and an ambulance entrance. Features 
of the air-conditioned building will include 
sliding doors, a patio, separate children’s 
reception room where continuous cartoon 
movies will be shown and a basement which 
will house a dining room, kitchen and lounge 
for the staff. The dental suites will have 
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glass walls overlooking a landscaped patio. 


Opening their offices in the first unit of 
the building will be Marcus L. Cox, M.D., 
I. C. McLendon, M.D., L. D. Wright, DDS., 
William E. Cole, DDS., and Don McCarthy, 
Dental Hygienist. 


Architects for the building are Sorey, Hill 
and Sorey, Oklahoma City. It is being con- 
structed by the Commander Construction 
Company. 





Plastic Surgery Residency 


Applications for Residency Training 
in Plastic Surgery at St. Anthony Hos- 
pital and Medical Center are now being 
reviewed. The first opening will be 
July, 1959. Address inquiry to George 

. H. Kimball, M.D., 321 Pasteur Build- 
ing, Oklahoma City, Oklahoma. 
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tion can occur with greater ease.” 


given. 
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CLINICAL ENZYMOLOGY. 1958, Gustave J. Martin, 
cloth cover, pg. 230 (First Edition). Little, Brown 


A book with the title “Clinical Enzymol- 
ogy” should appeal to many practicing phy- 
sicians. For the average doctor the term 
“enzymes” refers to vague chemical media 
which are the property of a few biochemists. 

Doctor Martin and five contributing au- 
thors have covered in a very satisfactory 
fashion the large field of enzymology. The 
first chapter is concerned with protein bi- 
ology, the cornerstone of enzymatic chem- 
istry. In this chapter there is a concise dis- 
cussion concerning the basic structure of 
proteins, the antigen-antibody reaction from 
an enzymatic standpoint, the antigenicity of 
enzyme preparations and the multivalent 
characteristics of enzymes. In an interest- 
ing discussion of the concept of enzyme ac- 
tion the author states “the function of the 
enzyme is simply that of creating an en- 
vironment in which a given chemical reac- 


The next two chapters consider the many 
biochemical facets of enzymes that have 
clinical use—trypsin, chymotrypsin, ribonu- 
clease, cholinesterase, and hyaluronidase. 

A section is devoted to the parenteral use 
of enzymes and it is impressive to learn how 
much of clinical medicine from both diag- 
nostic and therapeutic aspects is directly in- 
volved with enzymology. There is a discus- 
sion of the above enzymes in various clin- 
ical conditions. Impressive per- and post- 
treatment illustrations concerning the use 
of parenteral trypsin in cases of decubitus 
ulcers, thrombophlebitis, and other condi- 
tions are presented. The toxic effects of en- 
zymes in clinical usage are also discussed. 

The section on the diagnostic use of the 
enzymes is of particular interest. A detailed 
description of the measurement of amylase 
and trypsin in pancreatic disorders, hyalu- 
ronidase and anti-hyaluronidase in rheuma- 
tic diseases, cholinesterase in hepatic dis- 
eases and malnutrition, and enzymatic de- 
rangements in liver and bone disease is 





HORMONE PRODUCTION IN ENDOCRINE TU- 
MORS, 1958, Ciba Foundation Colloquia on Endo- 
crinology, Vol. XII, Editors G. E. W. Wolstenholme 
& Maeve O’Connor, cloth cover, pg. 351, Little, 
Brown & Company. $9.00. 


Here is a book dealing with a subject that 
has fascinated clinicians and physiologists 
from their undergraduate years; functional 
endocrine tumors! The book is a symposium 
giving a comprehensive survey of recent 
progress in a field that is rapidly expanding 
due to the application of new methods of bio- 
and chemical assay of hormones. The book 
contains several articles by outstanding au- 
thors dealing with work done in the experi- 
mental production of endocrine tumors. 
Some of the articles also deal with the bio- 
chemical aspects of hormone production in 
these tumors. Several workers report their 
work dealing with the characterization of 
hormone production in endocrine tumors in 
man and the clinical applications of these 
findings. There is also some fascinating 
work being done in attempts to isolate the 
functional units of the various glands. For 
example, some highly interesting work has 
been done that suggests that the different 
cells of the pituitary gland are specialized 
with regard to trophic hormone production. 
Similar work is being done in the adrenal 
and gonadal glands. 

In conclusion, it can be said that the book 
would be useful to the physiologists, bio- 
chemists, and endocrinologists who have a 
special interest in this field. It would be in- 
teresting to the practicing clinician who 
wants to get a good review of the basic mech- 
anisms involved in normal and abnormal 
endocrine function —Doman K. Keele, M.D. 


The final chapter is entitled ‘“Recapula- 
tion and Perspectives for Clinical Enzymol- 
ogy,” and presents several intriguing, al- 
though philosophical, concepts in this field. 

Although this book will appeal chiefly to 
the basic scientist, it should fill a definite 
spot for the clinician who desires to learn 
more of the fundamental aspects of this 
promising field —Harris D. Riley, Jr., M.D. 
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Annual Review of Activities 
Convention Reports 


The state president, Mrs. Iron Hawthorne 
Nelson, reported to the House of Delegates, 
Sunday, April 19, on the auxiliary program 
and activities. The state officers visited all 
14 districts, attending district meetings and 
visiting some counties not vet organized. An 
increase in membership to 1155, with two 
new auxiliaries organized and groundwork 
laid for more next year, and the number of 
members-at-large more than tripled, make 
an excellent report for Mrs. Pat Fite, Sr., 
and Mrs. Tom C. Sparks. As vice presidents 
they work with the district councilors on 
membership and organization. Invitations 
are sent to eligible doctors’ wives to become 
members of the auxiliaries in the county, or 
members at large if unorganized. The treas- 
urer, Mrs. Virgil Ray Forester, was an im- 
portant member of the team effort to en- 
list more members. 


AMA Projects Emphasized 


As a constituent of the national auxiliary 
we follow closely the program of work ap- 
proved by the AMA. Each year three or 
four committee projects are chosen for ma- 
jor emphasis. The 1958-59 priority pro- 
jects were: American Medical Education 
Foundation; Recruitment for Paramedical 
Careers; the Today’s Health magazine; and 
Safety. 


AMEF, Mrs. Wm. R. Cheatwood, chair- 
man, received donations from nearly every 
organized county auxiliary. Solicitation is 
not made to others than medical auxiliary 
members. May 30 is the date that the 1958- 
59 total contribution will be sent to the Na- 
tional Fund. Memorials and donations hon- 
oring some doctor, relative or friend are 
welcomed. Continued support of the medical 
schools is needed. 


Today’s Health magazine published by 
AMA “for the American Family,” is one of 
the first projects the auxiliary assumed. 
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Each county auxiliary tries to obtain at least 
one subscription for each member. The pro- 
motion of the circulation and reading of the 
AMA magazine for the layman is one of 
our best public relation services. Our phy- 
sician husbands should join us wholeheart- 
edly with more reception room subscriptions. 
Many county auxiliaries send subscriptions 
as gifts to community, civic and church lead- 
ers, to school libraries and to the beauty 
shops. Mrs. P. A. MacKercher, chairman, 
worked hard to reach 100%. 


“Every auxiliary member a safe driver 
in a safe car,” says Mrs. David Ramsay, Ada 
state Safety chairman. Safety education has 
been the aim of the auxiliary program. Cre- 
ating an awareness of the necessity of safety 
in the home and on the highway becomes an 
individual responsibility. A pamphlet, “Are 
you a Safe Driver?,” supplied by the Okla- 
homa State Medical Association, was distrib- 
uted by the auxiliary. 


Paramedical Careers 


The recruitment for nurses has_ been 
broadened to include other careers in the 
paramedical field. We have cooperated with 
the Oklahoma Dietetic Association, the Med- 
ical Technologists and other similar groups 
to present health career panels to high school 
students. 


With the Oklahoma State Nurses Associa- 
tion and the League of Nursing we sponsor 
Future Nurse clubs in high schools over the 
state. Mrs. H. C. Manning, recruitment 
chairman, is a registered nurse. On March 
14, a state rally of the Future Nurse Clubs 
was held in the auditorium of the medical 
school, when each club gave a report of their 
activities, saw exhibits from all the schools 
of nursing in Oklahoma, and enjoyed the 
fun, fellowship and singing. Indian dances 
from a costumed group from Anadarko, and 
a “style show” of nurses caps and uniforms 
from the candy striper to the graduate 
nurse, enlivened the program. 
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A LOAN FUND maintained by the Aux- 
iliary for many years has helped many stu- 
dent nurses complete their training. When a 
student nurse has been accepted and enrolled 
in an accredited school of nursing in Okla- 
homa, she may make an application through 
the director of Nursing. If her credentials 
are in order and her director approves the 
application, the loan will be granted. Mrs. 
M. L. Henry, chairman, and the committee, 
Mrs. Wm. R. Cheatwood, Mrs. E. C. Mohler, 
Mrs. L. Gordon Livingston, and Mrs. J. 
Powers Wolff, are the five immediate past 
presidents. New rules concerning the ad- 
ministration of the fund have been adopted 
recently. 


Other Committees 


The Program and Health Education Chair- 
man, Mrs. J. J. Maril, was in charge of the 
Fall Training Conference which gave im- 
petus to a vital program of work. Mrs. 
Charles A. Smith, Community Service chair- 
man, directed the public relations efforts 
which carry out the objectives of the aux- 
iliary. The Sooner Physician’s Wife, with 
Mrs. Sam Moore, editor, has received state 
and national acclaim for an interesting and 
informative state publication. Mrs. Clinton 
Gallaher, Bylaws chairman, worked the en- 
tire year with her committee and many 
others helping to streamline new bylaws to 
conform with national and the state medi- 
cal association. The legislative chairman, 
Mrs. John Records, and key woman, Mrs. 
J. F. York, kept the membership informed 
on current legislative matters, and have been 
ready to assist the state association in its 
legislative program. The Civil Defense 
chairman, Mrs. John A. Blankenship, is a 
member of the regional Woman’s Advisory 
council of the CDA and works with the local 
defense committees. Mrs. Frank Adelman, 
Enid, mental health chairman, asked aux- 
iliary members to work with their local 
mental health programs in schools, churches 
and other agencies. Mrs. James Luton was 
very proud of the new auxiliary to SAMA 
organized in Tulsa this year. The incoming 
president, Mrs. Clifford M. Bassett, will be 
chairman of delegates for the national con- 
vention, June 8-12, Atlantic City. 
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Articles published in The Journal of the 
Oklahoma State Medical Association May, 
1934. 


PNEUMONIA—DIFFERENTIAL TYPING AND TREATMENT 


E. H. Shuller, M.D. 
McAlester 


The management of this disease has always been a 
great problem. With the passing of time there has 
been some improvement in the management but 
science has never been able to conquer it. There is 
still a very large number of people who lose their 
lives every year as a result of it. 


As in many other diseases, the specific organisms 
causing pneumonia have been isolated and specific 
serums have been produced. Because of the varied 
number of organisms causing pneumonia, and be- 
cause horses respond to the different types of pneu- 
mococci differently, it has been impossible to pro- 
duce a serum which will act specifically in all cases 
of pneumonia. It has been necessary to devise some 
means by which the organisms can be isolated and 
typed in each individual case before the snecific 
serum can be given with any hope for a favorable 
percentage of results. 


Methods of typing have been developed so that 
anyone who is trained to read microscopic Widal and 
Kahn tests can type the pneumococcus with consid- 
erable accuracy and within a very short time. 


It is not necessary to say more about the advisa- 
bility of using specific serums in this condition. It 
is very evident that marked benefit is obtained from 
it and, as in all other conditions where specific sera 
are used, the time element is a big factor. Due to 
the rapidity with which those tests can be made, 
the relatively high percentage of accuracy, and the 
simplicity of their technique, it is hoped that more 
effort will be made on the part of the physician to 
give the pneumonia patient the benefit of accurate 
specific serum therapy whenever possible. 


As in the treatment of any other disease by spe- 
cific therapy, the cost of the serum is a big factor, 
and in a large number of cases is prohibitive. It is 
to be hoped that the serum can be produced for a 
price which will make it more easily obtainable. With 
this, and with the development of the practical meth- 
ods of typing of the pneumococcus, much can be done 
towards lowering the death rate of this dreaded dis- 
ease. 
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CHARLES BENJAMIN TAYLOR, M.D. 
1879-1959 





Charles Benjamin Taylor, 79-year-old 
Oklahoma City physician, died April 7. 

Born in Amador City, California, Doctor 
Taylor attended schools there and in Mich- 
igan, later graduating from Georgetown Uni- 
versity Medical School in 1905. He came to 
Indian Territory later that year, settling in 
Spencer. 

In 1915, Doctor Taylor came to Oklahoma 
City to take the position of county physi- 
cian. Since 1954, he has been Medical Di- 
rector of the State Department of Welfare. 

He had served on the faculty of the Uni- 
versity of Oklahoma School of Medicine 
since 1915 and was Professor Emeritus in 
Urology. 

Doctor Taylor was a Past-President of the 
Oklahoma City Academy of Medicine and 
was made an Honorary Member of the Okla- 
homa State Medical Association in recogni- 
tion of his years of service to the profession. 
In 1949, an annual lectureship was estab- 
lished in his honor by the University of Okla- 
homa. 


LUCILE SPIRE BLACHLY, M.D. 
1883-1959 


Lucile Spire Blachly, retired Oklahoma 
City physician, died April 2, 1959. 

A native of Marysville, Missouri, Doctor 
Blachly graduated from Chicago’s Rush 
Medical College in 1916, beginning her prac- 
tice in Drumright that same year. In 1924, 
she moved to Oklahoma City, serving with 
the State Health Department’s Bureau of 
Maternity and Infancy until 1929. 


After two years with the State Health De- 
partment of Florida, Doctor Blachly re- 
turned to Oklahoma. 


In recognition of her years of service to 
the profession, Doctor Blachly was present- 
ed with a Life Membership by the Oklahoma 
State Medical Association. She was also 
Professor Emeritus at the University of 
Oklahoma School of Medicine. 


352 





D. H. FLEETWOOD, M.D. 
1903-1959 


D. H. Fleetwood, M.D., Edmond physi- 
cian, died in Oklahoma City on April 14. 

Born in Marlow, Oklahoma in 1903, Doc- 
tor Fleetwood graduated from the Univer- 
sity of Oklahoma School of Medicine in 1941. 
In 1947, Doctor Fleetwood founded the Ed- 
mond Hospital which he operated until his 
retirement last October. 

Doctor Fleetwood was a member of the 
American Academy of General Practice, the 
Oklahoma City Clinical Society as well as 
his county society and the Oklahoma State 
Medical Association. 


Davip C. McCA.is, M.D. 
1885-1959 


David C. McCalib, M.D., pioneer Bryan 
County physician, died April 1 in Colbert. 

A native of Arkansas, Doctor McCalib 
graduated from Barnes Medical College, St. 
Louis, in 1908. He began his practice in 
Yuba, Bryan county, later moving to Utica 
and for the last 22 years has been practic- 
ing in Colbert. 

In 1947, Doctor McCalib was honored for 
his years of service to the medical profes- 
sion when the Oklahoma State Medical As- 
sociation presented him with a Life Mem- 
bership. 


WILLIAM LEWIS MApsry, M.D. 
1880-1959 


William Lewis Mabry, M.D., 78-year-old 
Duncan physician, died on March 28, 1959. 

Born in Clarksville, Texas in 1880, Doc- 
tor Mabry graduated from the University 
of Nashville in 1907, beginning his practice 
in Valliant, Oklahoma that same year. He 
later practiced in Tampico, Mexico, Arizona, 
and Walters, Oklahoma, moving to Duncan 
in 1956. 

In recognition of his years of valuable 
help to the medical profession, the Oklahoma 
State Medical Association presented Doctor 
Mabry with a Life Membership in 1950. 
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The Nursing Home; 
Recent Advances and Objectives 


(Continued from Page 327) 


sure requirements should be furthered 
through educational methods. 


3. Because caring for the aged 
broadly encompasses social and eco- 
nomic problems, as well as health and 
safety, the cooperation of all interested 
agencies and groups is essential to the 
fulfillment of desired objectives. 


In response to a mounting public aware- 
ness to the need for better and safer facili- 
ties for the care of the aged, three separate 
pieces of legislation have been introduced in 
the current State Legislature, specifically 
designed for more effective administration 
of the State Licensing Program; an effec- 
tive screening method as to the fitness and 
ability of the proposed and existing nursing 
home operators; and a fire and safety meas- 
ure, the intent of which, is to provide a 
greater degree of safety for occupants of 
all nursing and rest home facilities. 


Additional needs which cannot be provid- 
ed through legislative procedures, include: 


1. An increased benefit schedule for 
welfare recipients housed in these facili- 
ties so that the Nursing Home will be in 
a better economic position to comply 
with higher standards of care. 


2. A closer working relationship be- 
tween the Nursing Home and other 
health facilities. 


3. <A closer working relationship be- 
tween the Nursing Home and the medi- 
cal profession to more adequately as- 
sure proper medical supervision and at- 
tention to the individual. 


4. Public awareness and constructive 
assistance on the part of the public in- 
terest groups and agencies. 


A coordinated effort embracing higher 
standards, alertness to new problems, and 
the willingness to understand and assist in 
overcoming these problems by all concerned, 
is essential to a progressive and well-bal- 
anced program for the care of the aged and 
chronically ill and convalescent. 
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MISCELLANEOUS ADVERTISEMENTS 


FOR LEASE: Space in new building, ideal for 
doctors’ offices. Will lease as is, or finish to suit 
tenant. Located in the business center of Warr Acres 
with off-street parking. 5832 N.W. 41st, O. H. Elledge, 
WI 2-5228. 


FOR SALE: Numerous new and used items for fur- 
nishing a medical office. Includes a_ consultation 
chair, mayo, castle sterilizer, steel clothes locker, 
examining table, miscellaneous instruments and lab- 
oratory glassware, X-ray apron and gloves and an 
oxygen regulator. Excess to my needs—in good con- 
dition. W. A. Waters, M.D., 4926 E. 21st, Tulsa. 


FOR SALE: Two story frame physician’s office 
building, and equipment Britton. Centrally air-con- 
ditioned, living quarters above and two rental apart- 
ments in rear, plus two adjacent lots. Contact Key 
D, The Journal, Oklahoma State Medical Association, 
P. O. Box 9696, Oklahoma City, Oklahoma. 


FOR SALE: Jones BMR Machine, six years old, 
used very little. Contact A. M. Brown, Jr., M.D., 
Perry, Oklahoma. 


BARGAINS—in medical equipment, new and used. 
Largest stock of good used medical devices in the 
Southwest. Reconditioned and guaranteed. We buy, 
sell, trade, rent, repair. Examining and operating 
tables beautifully refinished, rechromed, reupholstered. 
Tell us about your equipment problems. TeX-RaY 
Co., opposite St. Paul’s Hospital, 3305 Bryan Street, 
Dallas, Texas. 


WANTED: Civilian physician to serve at Air Force 
Hospital, Clinton-Sherman Air Force Base, Clinton, 
Oklahoma. Work to be essentially with outpatients. 
Starting salary of General Practitioner $7,030.00. Start- 
ing salary of Specialist $9,890.00 per year. Write to 
Capt. Frank H. Dailey, USAF (MC), 857th Medical 
Group, Clinton-Sherman Air Force Base, Clinton, Okla- 
homa. 


1600 SQUARE FOOT physician’s office and home 
for sale, located in Oklahoma community of 10,000. 
Office may be purchased separately, or both may be 
bought for about one year’s gross income. Excellent 
practice opportunity at moderate cost. Write Box A, 
The Journal, Oklahoma State Medical Association, 
P. O. Box 9696, Oklahoma City, Oklahoma. 
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PHYSICIAN PLACEMENT 


General Practice 


Albert Stanley Bailey, Jr., M.D., P.O. Box 1381, West- 
hampton Beach, L. I., New York, age 28, married, 
graduated from University of Oklahoma, 1955, pres- 
ently in military service, will be available May, 
1959. 


Johnny Bill Delashaw, 1905 ist Avenue, N., Texas 
City, Texas, age 25, married, graduated from Uni- 
versity of Texas Medical Branch, 1959, will be avail- 
able upon completion of internship, July, 1960. 


John W. Kennard, M.D., 20 Olson Lane, Fort Rucker, 
Alabama, age 26, married, graduated from Bowman 
Gray School of Medicine, 1956, presently in military 
service, will be available September, 1959. 


James W. McDoniel, M.D., 13-B Thompson Street, 
Langley Air Force Base, Virginia, age 27, married, 
graduated from Oklahoma University School of Medi- 
cine, 1956, will be available July 1, 1959. 


Robert Emmett Myers, M.D., 872 Ravine Drive, Cleve- 
land 12, Ohio, age 28, married, graduated from Uni- 
versity of Arkansas, 1955. Would like to do general 
practice with emphasis on pediatrics, veteran, will 
be available September, 1959. 


Edwin Ruben Reinschmiedt, Lt., MC, USNR, BOQ, 
Alameda Naval Air Station, California, age 30, mar- 
ried, graduated from University of Oklahoma, 1956, 
presently in military service, will be available 
June 15, 1959. 


Wyatt Bibb Pouncey, M.D., 118 Louise Lane, San 
Mateo, California, age 34, married, graduated from 
University of Alabama, 1950, veteran, available im- 
mediately. 


Robert Glenn White, Jr., M.D., 431 Saratoga, San An- 
tonio, Texas, age 26, married, graduated from Uni- 
versity of Oklahoma, 1956, presently in military 
service, will be available August 2, 1959. 


Gerald C. Zumwalt, M.D., 1701 Avenue P, Del Rio, 
Texas, age 27, married, graduated from University 
of Oklahoma, 1956, veteran, will be available July, 
1959. 


Internal Medicine 


William S. Harrison, M.D., 2623 Pittsfield Blvd., Ann 
Arbor, Michigan, age 31, married, graduated from 
University of Oklahoma School of Medicine, 1953, 
veteran, will be available September 1, 1959. 


Locum Tenens 


James D. Green, M.D., internal medicine resident, is 
seeking two weeks locum tenens in general practice 
during the months of May or June. Doctor Green 
can be contacted at St. John’s Hospital in Tulsa. 


B. Anthony Linn, M.D., Veterans Administration Hos- 
pital, 4500 S. Lancaster Road, Dallas 16, Texas, will 
finish residency in Ophthalmology in July, graduate 
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of the University of Oklahoma, 1956, licensed to prac- 
tice in Oklahoma, would like to have a locum tenens 
for two weeks during the summer of 1959. 


Don Allen Mills, M.D., 3911 Burns Place, S.E., Wash- 
ington, D.C., age 34, married, veteran, graduated 
from Georgetown University School of Medicine, 1958, 
wants to do general practice for two years prior 
to specialized training. Will be available July 1, 
1959. 


Neurology 


Kenneth C. Duncan, M.D., St. Luke’s Hospital, Chi- 
cago, Illinois, age 30, married, graduated from the 
University of Oklahoma, 1955, veteran, will be avail- 
able July, 1959. 


Obstetrics and Gynecology 


Milton Gardner Mutch, Jr., M.D., 423 Mills Avenue, 
Fargo, North Dakota, age 31, married, graduated 
from University of Minnesota, 1955, will be Board 
eligible upon completion of fellowship, veteran, will 
be available July 1, 1959. 


Pediatrics 


Prentiss Edwards Findlay, M.D., 1500 Wakefield Place, 
New Orleans 22, Louisiana, age 29, married, gradu- 
ated from Emory University, Atlanta, 1954, non- 
eligible for military service, will be available July 
15, 1959. 


Surgery 


(Name on Request) 32 years: old, married, graduated 
from Tulane, 1952, veteran, board eligible in surgery. 


Valerio J. Federici, M.D., 2401 West Toronto Street, 
Philadelphia, Pennsylvania, age 36, married, gradu- 
ated from Jefferson Medical College, 1948, veteran, 
is now available. 


Owen Foster Kline, Jr., M.D., 4712 Warrington Drive, 
Flint, Michigan, married, graduated from University 
of Colorado, 1954, not eligible for military service 
at the present time, will be available July 1, 1959. 


General Surgery 


Frank L. Lanuti, M.D., 215 S. Randall Avenue, Madi- 
son 5, Wisconsin, age 38, married, graduated from 
University of Illinois, 1953, board eligible in general 
surgery, veteran, will be available July 1, 1959. 


Clyde William Draughon, M.D., McGuire Hospital, 
Box 27, Richmond, Virginia, age 35, married, gradu- 
ated from University of Oklahoma School of Medi- 
cine, 1954, veteran, will be available July 1, 1959. 


Tuberculosis 


Helen C. Sharp, M.D., 620% N. Broadway, Pittsburgh, 
Kansas, single, graduated from University of Kan- 
sas, 1928, prefers to do industrial or student health 
work and is presently available. 
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